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Patient safety - the prevention of medical error and adverse events - and 
the initiative of developing safety cultures to assure patients from harm 
have become one of the central concerns in quality improvement in 
healthcare both nationally and internationally. This subject raises 
numerous challenging issues of systemic, organisational, cultural and 
ethical relevance, which this dissertation seeks to address through the 
application of different disciplinary approaches. The main focus of 
research is safety culture; through empirical and theoretical studies to 
comprehend the phenomenon, address the problems, and suggest possible 
solutions for improving patient safety through the promotion of safety 
culture and ethics. I seek to illuminate the issues of patient safety from 
several perspectives; the organizational healthcare system, in particular 
the healthcare workers perspectives and experiences, and those of patients 
who experience the physical effect of poor patient safety. 
The dissertation consists of nine papers and an appendix. Paper 1 
describes the results of doctors and nurses attitudes towards reporting and 
the handling of adverse events. Paper 2 is a study and “review” of the 
international literature of assessment of safety culture in healthcare. Paper 
3 summarizes results of an intervention study introducing a reporting 
system and using a questionnaire survey of safety culture within three 
Danish hospitals to measure the effects. Paper 4 reports key results from 
the study in paper 3, demonstrating significant, consistent and sometimes 
large differences in terms of safety culture factors across the units 
participating in the survey. Paper 5 is the results of a study of the relation 
between safety culture, occupational health and patient safety using a 
safety culture questionnaire survey and interviews with staff and 
management in four hospital departments. The appendix contains the 
Patient Safety Culture Questionnaire tool that I have developed, tested 
and revised for use in the Danish hospital setting based on the research 
projects on safety culture described in papers 3, 4 and 5. Paper 6 concerns 
the attitudes and responses to adverse events from the patient’s point of 
view, using a questionnaire survey, and comparing these to staffs 
responses to the same questions. 
Significant differences were found between those “actions” patients 
considered important following adverse events and those healthcare staff 
thought patients considered important. Papers 7, 8 and 9 address ethical 
issues through a philosophical lens, to demonstrate that patient safety is 
more than putting the right “systems” in place and that culture should not 
be understood independently of ethics. Paper 7 investigates the nature of 
apology and its internal logic in the context of healthcare. This is 
followed by paper 8, in which I suggest some overall recommendations 
for different acknowledging actions to patients following medical harm; 
from acknowledging harm to expressing regret and making an apology. In 
paper 9 I argue for the need of an Ethics of Patient Safety to overcome 
some of the obstacles that other strategies for improving patient safety 
have not yet overcome, and that such an ethics, in general, can help 
support improvement programs to advance safety culture and patient 
safety. Finally, I bring the most important findings and conclusions of the 
papers forth and suggest future research perspectives based on the 
findings in this Ph.D. dissertation. 
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1 Abstract 
Patient safety - the prevention of medical error and adverse events - and the initiative of 
developing safety cultures to assure patients from harm have become one of the central 
concerns in quality improvement in healthcare both nationally and internationally. This 
subject raises numerous challenging issues of systemic, organisational, cultural and 
ethical relevance, which this dissertation seeks to address through the application of 
different disciplinary approaches. The main focus of research is safety culture; through 
empirical and theoretical studies to comprehend the phenomenon, address the problems, 
and suggest possible solutions for improving patient safety through the promotion of 
safety culture and ethics. I seek to illuminate the issues of patient safety from several 
perspectives; the organizational healthcare system, in particular the healthcare workers 
perspectives and experiences, and those of patients who experience the physical effect of 
poor patient safety.  
The dissertation consists of nine papers and an appendix. Paper 1 describes the 
results of doctors and nurses attitudes towards reporting and the handling of adverse 
events. Paper 2 is a study and “review” of the international literature of assessment of 
safety culture in healthcare. Paper 3 summarizes results of an intervention study 
introducing a reporting system and using a questionnaire survey of safety culture within 
three Danish hospitals to measure the effects. Paper 4 reports key results from the study in 
paper 3, demonstrating significant, consistent and sometimes large differences in terms of 
safety culture factors across the units participating in the survey. Paper 5 is the results of a 
study of the relation between safety culture, occupational health and patient safety using a 
safety culture questionnaire survey and interviews with staff and management in four 
hospital departments. The appendix contains the Patient Safety Culture Questionnaire tool 
that I have developed, tested and revised for use in the Danish hospital setting based on 
the research projects on safety culture described in papers 3, 4 and 5. Paper 6 concerns the 
attitudes and responses to adverse events from the patient’s point of view, using a 
questionnaire survey, and comparing these to staffs responses to the same questions. 
Significant differences were found between those “actions” patients considered important 
following adverse events and those healthcare staff thought patients considered important.  
Papers 7, 8 and 9 address ethical issues through a philosophical lens, to 
demonstrate that patient safety is more than putting the right “systems” in place and that 
culture should not be understood independently of ethics. Paper 7 investigates the nature 
of apology and its internal logic in the context of healthcare. This is followed by paper 8, 
in which I suggest some overall recommendations for different acknowledging actions to 
patients following medical harm; from acknowledging harm to expressing regret and 
making an apology. In paper 9 I argue for the need of an Ethics of Patient Safety to 
overcome some of the obstacles that other strategies for improving patient safety have not 
yet overcomed, and that such an ethics, in general, can help support improvement 
programs to advance safety culture and patient safety.  Finally, I bring the most important 
findings and conclusions of the papers forth and suggest future research perspectives 
based on the findings in this Ph.D. dissertation.  
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2 Resumé 
Patient sikkerhed, herunder forebyggelsen af fejl og utilsigtede hændelser, samt initiativer 
om udvikling af sikkerhedskultur til at sikre patienter fra skade er blevet et centralt 
anliggende i kvalitets sikrings arbejdet i sundhedsvæsenet både nationalt og 
internationalt. Emnet rejser adskillige udfordrende spørgsmål af både systemisk, 
organisatorisk, kulturelt og etisk relevans, som denne afhandling belyser ud fra 
forskellige faglige tilgange. Forskning inden for sikkerhedskultur er hovedfokus i 
afhandlingen, idet jeg gennem empiriske og teoretiske studier forsøger at afdække 
fænomenet, adressere problemerne, og foreslå potentielle løsninger til at forbedre 
patientsikkerheden gennem promoveringen af sikkerhedskultur og etik.  Patientsikkerhed 
er belyst fra forskellige perspektiver, herunder sygehus organisationens og særligt 
sygehus personalets perspektiver og erfaringer, samt patienternes perspektiv, da det er 
patienterne, som oplever den fysiske konsekvens af dårlig patientsikkerhed. 
Afhandlingen indeholder ni artikler/rapporter og et appendiks. Artikel 1 beskriver 
resultaterne af læger og sygeplejerskes holdninger til rapportering og håndtering af 
utilsigtede hændelser. Artikel 2 er et studie af, og en ”oversigts” artikel over den 
internationale litteratur om evaluering af sikkerhedskultur på sygehuse. Rapport 3 
opsummerer resultaterne af et interventionsstudie som introducerer et 
rapporteringssystem og bruger et spørgeskema om sikkerhedskultur til at måle effekten af 
interventionen på tre danske sygehuse. Artikel 4 rapporterer hovedresultatet af studiet i 
artikel 3, som demonstrerer signifikante, konsistente og i nogle tilfælde afgørende 
forskelle på sikkerhedskultur faktorer på tværs af de afsnit/afdelinger, som indgår i 
undersøgelsen. Rapport 5 er resultatet af et studie, som undersøger sammenhængen 
mellem sikkerhedskultur, arbejdsmiljø og patientsikkerhed ved brug af et spørgeskema 
om sikkerhedskultur og interviews med medarbejdere og ledelse i fire hospitals 
afdelinger. Appendikset indeholder et PatientSikkerhedsKultur Spørgeskema til brug på 
danske sygehuse, som er udarbejdet, testet, og ændret på baggrund af resultaterne af 
forskningsprojekterne om sikkerhedskultur beskrevet i rapport 3 og 5, og artikel 4. 
Artikel 6 omhandler patienters holdninger og respons på utilsigtede hændelser, afdækket 
via brug af spørgeskema og er sammenlignet med læger og sygeplejerskers holdninger til 
de samme spørgsmål. Signifikante forskelle blev fundet mellem de handlinger, som 
patienterne angav som vigtige i forbindelse med utilsigtede hændelser, og de handlinger 
som læger og sygeplejersker troede at patienter ville opfatte som vigtige. 
Artikel 7, 8 og 9 belyser etiske spørgsmål igennem et filosofisk perspektiv med 
det formål at demonstrere, at patientsikkerhed er mere end blot implementeringen af de 
”rette systemer” og, at kultur ikke bør fortolkes som uafhængig af etik. I artikel 7 
undersøger jeg ”undskyldningens natur” og dens interne logik i relation til 
sundhedsvæsenet. Denne artikel følges op af artikel 8, i hvilken jeg foreslår en række 
overordnede rekommandationer for forskellige anerkendende handlinger overfor 
patienter udsat for patientskade; fra at anerkende skaden til at udtrykke beklagelse og 
give en undskyldning. I artikel 9 argumenterer jeg for udviklingen af en 
Patientsikkerheds Etik, der skal overkomme nogle af de barrierer, som andre strategier, 
der søger at forbedre patientsikkerhed endnu ikke har kunnet overkomme, og at en sådan 
etik, helt generelt, vil kunne støtte programmer der søger at forbedre sikkerhedskultur og 
patientsikkerhed. Til sidst, opsummeres de vigtigste resultater og konklusioner fra de 
inkluderede artikler/rapporter og der foreslås fremtidige forsknings perspektiver baseret 
på resultaterne af Ph.d.-afhandlingen. 
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4 Preface 
The central theme of this dissertation is patient safety and the prevention of medical error 
and adverse events through the promotion of safety culture. This is a topic that raises 
many challenging issues of technical, structural, cultural and ethical relevance, which this 
dissertation seeks to address through applying different disciplinary approaches. The 
PhD. is, therefore, based on a range of interdisciplinary research papers, reports, book 
chapters and articles concerning organisational, cultural and ethical issues related to 
patient safety.  
It has been extremely motivating to work with patient safety from different 
theoretical perspectives, and I believe that this interdisciplinary approach provides some 
new insight to the field. Fortunately I have obtained much support and encouragement in 
sustaining this approach, both from healthcare providers and researchers, especially in 
terms of the philosophical and ethical perspective. In this regard the traditional ethical 
argumentation has been helpful in clarifying issues and terminology, and for illuminating 
unresolved ethical dilemmas that otherwise tend to discourage the support of patient 
safety. It is, for instance, a misunderstanding to think that the prevention of harm is 
confined to the healthcare setting – prevention starts with supportive policies at a societal 
level. Therefore we need to take a more nuanced look at patient safety. 
It is, of course, also demanding to work within different theoretical fields, and to 
meet this challenge I have found it necessary to take extra courses within a large range of 
fields covering statistics, organizational theory, learning and culture, and organizational 
change and change management to acquire substantial knowledge on theories and 
methods within these various fields to solve the task efficiently and provide workable 
solutions for intervention and application of safety culture in the hospital setting. During 
these courses I have been privileged to discuss my analyses of the empirical data with 
experts in the respective theoretical fields and have the arguments seriously examined. 
The interdisciplinary nature of this dissertation explains the diversity of the 
included papers. It should therefore also be noted that the included papers are somewhat 
inconsistent in terms of the level of abstraction. The reason is that the papers are written 
for different target groups and for different purposes and therefore three of the papers 
included are technical research reports. The results of these reports will be published as 
research articles, though the timeframe of this dissertation has not made that possible as 
 8 
yet. Since several of the contributions are concerned with related problems they do 
contain some repetition. It is my hope that the reader will, in this regard, be forbearing.  
 
In the introduction an overview of the state of patient safety and safety culture on an 
international and national level is given. I seek to illustrate the importance of research on 
patient safety and safety culture and how the differences in the healthcare systems across 
nations may impact on the understanding of patient safety and the possibility for change. I 
then state the motivation for this dissertation, followed by an account of the objectives of 
the included papers and a short delimitation of the research area. In the methodological 
section the overall approach of the dissertation and the specific methods and theoretical 
perspectives applied in the various papers are discussed. This is followed by a short 
summary of the purpose, results and conclusions of the individual included papers. I then 
give a list of the included papers and a list of related papers. The related papers are works 
done in relation to the PhD-project, but which are not included as part of the dissertation. 
These related papers are, for the most part, elements of larger research projects and 
several of them have played a primary role in directing my research. 
 
Finally I shall bring forth the most important findings and conclusions of the papers and 
suggest future research perspectives based on the findings in this Ph.D. dissertation.  
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5 Introduction 
 
5.1 Patient safety and safety culture 
Patient safety and the initiative of developing safety cultures to assure patients from harm 
have slowly but steadily become one of the central concerns in quality improvement in 
healthcare both nationally and internationally. In the following I will give a brief 
summary of the background and the present state of the patient safety movement, which 
began in the United States and which quickly followed in the United Kingdom, Denmark 
and other countries worldwide. Against this background the aim is to demonstrate the 
importance of research on patient safety and safety culture. I will not give a detailed 
account of safety culture in this introduction, since this is described in several of the 
included papers. 
5.1.1 Patient safety – international perspective 
In 1999, the US based, Institute of Medicine report, To Err is Human1, astonished not 
only the public, but also the medical world, by claiming that between 44.000 and 98.000 
patients in the US die every year from preventable adverse events.i These results were 
supported by studies of pervasive medical error in the US2, 3, Australia,4 Denmark,5 
Britain,6 New Zealand,7, 8 and, most recently, Canada9 suggesting that adverse events are 
in fact an international problem. A significant number of the adverse events identified in 
the epidemiological studies are estimated as avoidable. The Danish and the Canadian 
study, for example, showed that, respectively, 9.0% and 7.5% of all hospitals admissions 
involved adverse events, and that 40% in both studies were deemed to be avoidable 5, 9. 
The rate of adverse event among hospital patients is an important indication of patient 
safety and as a result has become subject to increased attention. 
The influential report To Err is Human1, suggested a list of strategies for 
improvement of the overall quality of patient care in the US, and several research 
programs were established to investigate the effects of culture on patient safety. A similar 
historical development took place in the UK and with the highly significant publication 
by the Department of Health, An organization with a memory,10 patient safety and safety 
                                                 
i Adverse events are unintended injuries or complications caused by medical care. Some of these lead to 
disability or death, others to prolonged hospital stay. Adverse events include avoidable events (mistakes) 
and unavoidable events (e.g., unforeseeable allergic reaction to antibiotics). 
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culture were put on the agenda, reflected in the reforms of the National Health Service 
(NHS)11.  
Both of these reports, To Err is Human and An organization with a memory, 
initiated an international discussion about the role of organizational culture in the 
occurrence of preventable adverse events in healthcare. Influenced by the experience 
from other safety critical domains, especially aviation and the nuclear industry, new 
conceptions of human error were suggested to healthcare that stressed a systems-based 
and organizational perspective12-14. A systems approach based on proactive strategies 
involving systematic reporting of errors and adverse events was recommended, as an 
alternative to reactive strategies to error management, and to identify and ultimately 
control so-called “latent conditions”.   
The term latent conditions, introduced by Reason, refer to the notion that “unsafe” 
conditions can exist unnoticed in the system for many years until chance events, so called 
“active failures”, catalyses them. Active failures, therefore, are characterized by having a 
direct impact on the safety system, as they “activate” the chain of events in the accident 
process. This particular interrelation of latent conditions and active failures that causes 
the system to fail is often illustrated by the famous “Swiss Cheese Model” introduced by 
Reason15. Latent conditions can in principle exist on all levels of the organization; poor 
design, poor equipment and technology, lack of maintenance, poor procedures, lack of 
education and competence, and inefficient regulation, and they may indirectly exist in 
poor policies on a societal level15, 16.  
One of the first steps for healthcare institutions has, therefore, been to develop 
reporting systems in order to uncover the “latent conditions” and learn from incidents – or 
“near-misses”ii - in order to prevent harm to future patients. Parallel to this, and partly as 
a result of this, the promotion of a culture of safety has become one of the key issues in 
patient care in recent years, and there are several reasons for this.  
1.) A positive safety culture consists of a well-working reporting culture and it has 
become clear that getting healthcare providers to report on medical error may not be an 
easy task. The professional culture of doctors has sustained the idea of infallibility, 
maintaining that “good” doctors do not make mistakes. Therefore, when mistakes are 
perceived as signs of incompetence, the mere thought of having made a mistake becomes 
                                                 
ii Near-miss: an incident that could have caused harm but was prevented in time. 
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difficult to face, admit to colleagues or, even worse, patients17-22. A positive safety culture 
works towards creating openness about errors, arguing that anyone can make mistakes no 
matter how competent they might be, and provides support for patients and its healthcare 
members following adverse events. 
2.) It is well-known that the probability of human error is influenced by work 
environmental factors such as training, task frequency, human-machine interfaces, quality 
of procedures, supervision/management quality, work load, production and time pressure, 
fatigue etc. These error inducing factors are called “performance shaping factors” 
(PSF’s), a term introduced and widely used in the early 80’s by human reliability 
assessment (HRA) analysts, who sought to structure and ultimately quantify the 
probability of human failure in safety critical domains and, in particular, nuclear power 
production23, 24. In the HRA approach different types of relevant PSF’s are identified and 
analyzed for a given set of tasks. These traditionally cited PSF’s are tightly related to 
safety culture, as several of the PSF’s are in fact considered part of specific safety culture 
dimensions. Furthermore a “good” safety culture will reflect a shared understanding of 
the importance of controlling those PSF’s that have a negative impact on human 
reliability.  
3.) It has been argued that a positive safety culture is essential for minimizing the 
number of preventable patient injuries and their overall cost to society1, 25, 26. The cost of 
preventable adverse events, for instance in the UK, is estimated to be £ 1000 million per 
year only counting lost bed days6. At the same time, there is also an increasing 
recognition of the necessity to determine the relationship between the effects of safety 
culture on healthcare outcome11, 27, 28. The rationale behind studying the safety culture in 
healthcare organizations is, put briefly, that by measuring and assessing safety culture we 
may be able to identify “weak points” in the attitudes, norms and practices of healthcare 
staff and the healthcare organization. Knowledge of “weak points” may be used to guide 
the planning and implementation of intervention programs, directed at facilitating staff 
members and organizations in developing improved patient safety practices and safety 
management mechanisms. 
If safety culture does, as it is believed, play a significant role in patient safety then 
it is important to identify which elements of safety culture correlate with safety outcomes 
and to develop reliable methods and techniques for determining the type and nature of the 
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safety culture of individual hospitals, departments and wards. Accordingly, the Agency 
for Healthcare Research and Quality (AHRQ) in the US funded 21 studies examining 
specific work conditions, and 14 (66%) of these studies involve measures of 
organizational culture and climate28.iii  
 
Although, as mentioned, several initiatives have been comprised to prevent adverse 
events and all have helped change the nature of the debate, put focus on systems change, 
motivated people to modify practice and engaged a large number of stakeholders in 
patient safety - no radical improvements have been accomplished in the US 5 years after 
the Institute of Medicine report (cf. Leape and Berwick 2005). These results are very 
likely to be similar for other countries, since the strategies applied roughly follow the 
same recipe. Leape and Berwick (2005) state that the primary obstacles for achieving 
safety no longer lay in technical improvements but, rather, in changing the beliefs, 
intentions, cultures and choices. Correspondingly I suggest that the reason why no real 
improvements have occurred is that while focus has been on changing the system, the 
organization and technologies - all as a means to develop safe cultures - less effort has 
been focused on the culture itself; the norms and the ethics from which staff members are 
guided. 
5.1.2 Patient safety – national perspective 
On a national level the amount and effects of adverse events are very similar to 
those revealed in international studies as already mentioned. As a result several initiatives 
to promote patient safety have been organized in Denmark. One such initiative was The 
Danish National Research Project, sponsored by The Ministry of Health and Interior, 
which investigated the requirements and wishes of doctors and nurses regarding a 
reporting system for adverse events in hospitals, using focus group interviews and 
performing a questionnaire survey. Based on these empirical data and a review of the 
literature, the project concluded with a set of recommendations for a reporting system for 
adverse events in Danish hospitals that formed the background for the Act on Patient 
Safety in the Danish Health Care System in January 200429. According to the Act on 
Patient Safety all healthcare staff are required to report adverse events to a national 
                                                 
iii Several of these studies have used quantitative methods, specifically questionnaire surveys (Nieva & 
Sorra, 2003), results from which have now begun to be published.  
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database in which, to promote compliance, confidentiality is assured30. As a result the 
Danish Patient Safety Database (DPSD), administered by the National Board of Health, 
was prepared to collect and evaluate adverse events in hospitals31.  
Within the first six months of its existence 3.700 reports were collected and by the 
end of the second year this had risen to 17.141. Half of these were due to medication 
error. However, a recent article in the Danish medical journal Ugeskrift for læger lists 
several problems with the reporting system32. First of all, not enough resources have been 
assigned to administer the DPSD centrally and as a consequence feedback on the reports 
has been lacking or too slow. Unfortunately learning and information about prevention - 
the primary reason for having a reporting system - has not been satisfactorily 
disseminated at a nation level. 
A reporting system in itself has no value; high reporting rates may be a measure of 
success, but only to the extent that it reflects the “willingness” to report, not because a 
high rate in itself makes reporting a success. Fortunately more resources have now been 
allocated, along with promises of more expedient feedback, which is an essential move 
since the lack of feedback makes reporting a waste of time and may result in de-
motivated staff. According to the National Board of Health the next step is to start 
mandatory reporting in the primary sector, in nursing homes and finally, to make it 
possible for patients to report on adverse events. 
Another step forward was the establishment of the Danish Society for Patient 
Safety (Dansk Selskab for Patient Sikkerhed, DSPS) in 2002, bringing together all 
stakeholders - from healthcare, government, patient groups, unions, insurance companies 
and the medical industry – with a concern for patient safety. DSPS arranges an annual 
conference on patient safety where the focus is on national and international issues, 
projects and best practices in relation to patient safety. Moreover, the Electronic Patient 
Journal and structures for accreditation and quality assurance are being developed parallel 
to a large number of local initiatives on patient safety.  
In order to make the above initiatives work for patient safety it is widely agreed 
that the key is to build safety cultures in the hospitals, and as a result the need for 
knowledge about safety culture and how to promote safety culture arises.  
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5.1.3 Patient safety - European Union 
On a European level forces are also being brought together, initiated by the Luxembourg 
conference in April 2005 on “Patient Safety – Making it Happen”, supported by the 
European-Commission and resulting in the Luxembourg Declaration.iv The Declaration 
consists of a list of recommendations addressed at the EU institutions, the National 
Authorities and healthcare providers33. One of the recommendations addressed at the EU 
institutions is to form a European forum, where European and national activities can be 
discussed. A further recommendation is to establish an "EU solution bank" where 
knowledge, standards and examples of best practice can be gathered.   
 As a result the SIMPATIE project (Safety Improvement for Patients in Europe) 
has been formulated, supported by the European-Commission, which among other things 
aims at realizing parts of the recommendations of the Luxembourg Declaration34. All 
these activities are meant to be coordinated with initiatives under the World Health 
Organization’s (WHO) program “World Alliance for Patient Safety” initiated in 2004, in 
which six action areas for 2005 and 2006 are in focus35.v In this regard international 
initiatives are many and slowly being coordinated.  
5.1.4 Differences between healthcare and high reliability organizations   
Although most of the issues of promoting safety culture are pertinent to all safety critical 
domains, also known as high reliability organizations, the essential difference, which I 
find extremely challenging, is that in healthcare there is always a patient involved when 
incidents occur. The fact that the patient involved may be harmed by medical error gives 
rise to some “new” problems and ethical challenges, such as issues of open-disclosure and 
apologizing to patients after medical harm. 
In high reliability organizations accidents seldom occur and when they do, they are 
very difficult to hide. Likewise human error and incidents more rarely cause harm to 
other people, although of course near-misses can cause psychological harm and distress to 
the operator resulting in less resourceful workers, since they become more worried about 
making mistakes36. In healthcare however, there are regularly new victims, both in terms 
                                                 
iv The doctors union in Denmark played a central role in arranging the conference, formulating and getting 
the declaration passed.  
v The six action areas are: 1) Global Patient Safety Challenge (2005-2006), 2) Patient and consumer 
involvement, 3) Developing a patient safety taxonomy, 4) Research in the field of patient safety, 5) 
Solutions to reduce the risk of health care and improve its safety, 6) Reporting and learning to improve 
patient safety. 
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of the “primary victim”; the patient who is physically harmed by medical error, and the 
“second victim”, a revealing term coined by Wu (2000), emphasizing the staff who may 
be psychologically effected by having harmed the patients37.  
Generally, staff do worry about causing medical error38, 39 and within some national 
systems, e.g. the US, they may especially worry about litigation. A number of 
publications are concerned with themes relating to the severe emotional effects of medical 
harm on staff and the lack of support that they experience18, 19, 37, 40-42. 
It is often said that healthcare has fostered a culture of secretiveness and several 
studies and personal accounts point to the need for healthcare staff, and especially 
doctors, to be able to disclose and, when appropriate, apologize honestly after avoidable 
medical harm in terms of their own healing17, 18, 37, 41-48. Correspondingly patients want 
physicians to acknowledge adverse events45, 49-52, in some cases even minor mistakes53, 
and when physicians decline to do so, patients will be more likely to file lawsuits51. A US 
based study54 illustrates that extreme honesty is the best policy regarding patients’ 
interests, while at the same time it is most likely to minimize cost of litigation, a claim 
supported by other studies45, 51, 55-58. In the long run, openness also improves the 
possibilities of learning about and preventing medical harm; saving the overall cost in 
healthcare44. So there are evidently economic incentives that support openness and 
apology, if the moral arguments for truth telling and apologizing after harm should fail to 
bring action.  
One of the big challenges is how to manage the different needs of the “first” and 
the “second” victim in relation to medical error and specifically following adverse events, 
not just pragmatically but also ethically - and still be able to improve patient safety.  
 
5.2 Motivation 
The motivation for working with patient safety and especially safety culture and patient 
safety ethics is the idea and expectation that this research will be able to provide new 
solutions for making the healthcare setting safer (and more caring) for patients, especially 
on a national level. 
  When working within the domain of air traffic control36 I was inspired by the 
theories, approaches and systems applied on this type of high reliability organization and 
believed that these systems had much to offer the healthcare setting. The idea that the lack 
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of such systems in healthcare could, in fact, potentially lead to adverse events causing 
avoidable harm or even death to patients called for attention.  
A primary  motivation for my research was driven by the concern for creating 
systems for reporting and learning from incidents to prevent medical error and adverse 
events and developing safety cultures in the hospitals, since this seemed to be one way of 
promoting patient safety. Both matters were at the outset of my research non-existent in 
Denmark.  
There was little research done on safety culture in Denmark and this was 
conducted in other domains, mainly within occupational health. Fortunately, I was given 
the opportunity to participate in two research-projects with very competent researchers; a 
national project concerning occupational health in the process industry and construction 
and an EU-project related to the process industry, both with a focus on safety culture 
aiming at investigating, testing and developing assessment methods for safety culture.  
No assessments of safety culture in Danish hospitals and no validated safety 
culture assessment tools for hospitals existed internationally, and it became clear that 
research on safety culture in the Danish healthcare setting was needed. I therefore set out 
to find out what exactly safety culture is in healthcare, how it impacts on medical harm, 
and how it can be improved. In this context it was valuable to conduct research studies of 
safety culture in the hospitals, to obtain a better understanding of the mechanisms and 
effects of culture on safety. As a consequence it was found necessary and relevant to 
develop a safety culture assessment tool that can measure the level and state of safety 
culture in the individual hospital units and departments. Ideally, this assessment tool for 
improvement should be able to help 1) determine the specific safety culture or climate 
profile of the unit; including the identification of “strong” and “weak” points, 2) raise 
staff awareness, 3) measure changes when applied and repeated over time, 4) 
benchmarking, by evaluating the standing of the unit in relation to a reference sample 
(comparable organizations and groups), 5) accreditation, being part of a safety 
management review or accreditation program26. 
 
A further motivation derived from the problems related to the interaction and 
communication between the healthcare provider and the patient, and the effects hereof, 
since this interaction seems to have far-reaching consequences and an indirect effect on 
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the existing safety culture. I am particularly concerned with patient’s attitudes toward 
adverse events regarding the kind of reactions they wish for and expect after adverse 
events and how to handle the ethical issues associated with disclosure and apology after 
medical harm. 
Parallel to working with organizational, cultural and systemic issues of patient 
safety and “quality improvement”, I consider the ethical problems pertinent to this field 
just as important. Many of the ethical issues do have deep implications for the way patient 
safety and quality of care can be managed and should, as a consequence, be considered by 
policy makers accordingly.  
The “ethics of patient safety and medical error” addresses questions, amongst 
others, pertaining to responsibility, accountability, ”moral luck”, negligence, punishment 
and justice, learning, trust, apology, truth telling and issues of open disclosure to patients. 
There are far too many ethical issues to engage with all of them within the scope of this 
interdisciplinary dissertation, though I hope, as has been my aim, to address and shed 
light on a few of them. 
 
5.3 Objectives of the papers 
The main objective of the papers is to address different but related problems of patient 
safety, particularly connected to safety culture and to illuminate these and suggest 
possible solutions for improving patient safety. The aim is to illuminate the problems of 
patient safety from several perspectives; the organizational healthcare system, in 
particular the healthcare workers perspectives and experiences, and those of the patients 
who experience the effect of poor patient safety.  
Several of the papers present theoretical and empirical research results on safety 
culture, to create a better understanding of this phenomenon in healthcare, while at the 
same time these results have been intended for use and application in the hospital 
setting.vi In this regard most of the papers are intended to fulfill two parallel objectives – 
research, and application of research. 
                                                 
vi In both counties results and recommendations have been implemented as part of the overall strategy on 
patient safety and used as educational material. 
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The central theme is prevention of medical error and adverse events and the 
promotion of safety culture, which I believe raises a variety of challenging issues, not 
only on a technical, structural and cultural level, but also of an ethical nature.  
About half of the papers (1, 3, 5 and 6) address patient safety problems on a 
national level, although most of the results may have international relevance. The other 
half (2, 4, 7, 8, 9) address global issues and seek to take into account the differences in 
terms of national systems, these national variations and their related ethical problems are, 
in particular, addressed within the philosophical papers, taking into account Danish, 
British and US systems and experiences.  
The objective of papers 7, 8 and 9 is to address ethical issues through a 
philosophical lens, to demonstrate that patient safety is more than putting the right 
“systems” in place and that culture should not be understood independently of ethics.  
 
5.4 Delimitation of the research area 
All empirical data included in this dissertation have been collected in Denmark, which is 
why most of the research and results are primarily intended for application at a national 
level, although results of international relevance will be published internationally, since 
empirical data on safety culture in hospitals is still not widespread.vii I have tried in the 
relevant papers to make it apparent when certain issues may have a different impact 
because of differences in “systems”, and how that may change some of the discussions 
related to patient safety, e.g. the fact that the United States is a litigious society.  
 
Although it is possible and perhaps even recommended to use various methods in 
assessing safety culture and the management system (see paper 2), I have chosen to use 
only interviews and questionnaire methods in the studies included in this dissertation. I 
have been engaged in other methods of assessment in projects related to occupational 
health and process industry (e.g. methods for assessing the management system), but 
these methods are not essential for my research purpose and nor would I have had the 
resources to apply them.  
                                                 
vii In some of the related publications data from other nations, using the original Danish questionnaires, 
mainly Japan, have been collected and compared with Danish data, which show interesting results. In fact 
there are also parts of our questionnaires which have been used in 12 different countries, showing for 
instance that reasons for not reporting seem to be universal.  
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5.5 Method 
The interdisciplinary approach, on which this project is founded, is, I believe, both its 
strength and its weakness, as it has required the use of several different theoretical 
perspectives and methodologies, thereby running the risk of appearing superficial. 
However, I do believe that something substantial has come forth, and I hope that the 
dissertation as a whole brings something new into view, by suggesting different ways to 
consider the issues related to patient safety and safety culture. My overall approach to 
patient safety and safety culture has been philosophical, although some may argue not in 
a traditional sense, considering the included papers; however several of the problems that 
I address are more philosophical and ethical in nature than those traditionally found in 
studies of safety culture and patient safety. On a practical level I have applied several 
different methods and theoretical perspectives, which I shall introduce in the following.  
5.5.1 Cultural paradigm – functional and symbolic  
Although there has been an increased interest in organizational culture since the 
beginning of the 1980’s there is still no established common consensus on the 
terminology or method for analyzing organizational culture59. It is therefore important to 
be aware of the perspective applied to the phenomenon “culture”, since this may restrict 
the methods that can be used to measure and uncover the culture, the results and the 
potential strategies for changing culture. Since the ideas and understandings of safety 
culture are widely agreed to be based on the understanding and methods developed in 
relation to organizational culture (see paper 2), I have found it necessary to study and 
comprehend the traditions within organizational culture to be able to apply an appropriate 
cultural methodology.   
When discussing organizational culture it is common to distinguish between two 
strong and opposing perspectives on culture; the “functionalist perspective” working 
within a “modern paradigm”, and the “symbolic perspective” reflecting the “postmodern 
paradigm”. The functionalist perspective, often associated with Schein (1985), states that 
culture works as a function towards the survival of the organization and as an integrating 
mechanism. In this understanding culture needs to be consensus driven and normative in 
order to make the organization work effectively60. Traditional functionalists consider 
culture to be a “variable” on the same line as structure, tasks and technology in Leavitts 
model61 and can therefore be measured to be either “good” or “bad” (see paper 5; 
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perspective). According to some functionalist organizational culture can be manipulated 
by the members of the organization59.  
Conversely the symbolists highlight culture as something which is integrated in all 
social structures59. The symbolist, in accordance with postmodern thinking, believes that 
culture is relative and cannot be controlled or fully captured. Culture is believed to be the 
representations of language, myths, and metaphors that are under constant negotiation by 
the members of the organization62.  
From this distinction it becomes apparent that the whole tradition behind “safety 
culture” is founded on a functionalist perspective on culture. The cultural perspective 
applied in the included papers is mainly functional as the whole idea of being able to 
measure culture using safety culture questionnaires in its essence is a reflection of the 
functional paradigm. However, the cultural approach applied is not entirely functional, 
since I am not fully convinced by the idea held by the functionalists, that culture is always 
clear and harmonious and therefore can function as a guide for staff members in any 
given situation, without doubt or conflicts concerning what management actually want. In 
this regard I have applied the symbolic perspective to my analysis of culture as described 
above and focused on how organizational members interpret and understand their 
experiences and how this interpretation and understanding relates to the actions taken by 
the members of the organization 59. Furthermore, where functionalist’s talk of a mono-
culture, the symbolist believes in co-existence of sub-cultures, which I will argue is 
indeed the case in healthcare. 
One might speculate then, as to why I have chosen to develop a questionnaire, 
which measures only one culture in each unit, if there are, in fact, several different 
parallel cultures. However, there is a strong argument for this, since both the functionalist 
and the symbolist positions emphasize that organizational culture is “common” for all 
members of an organization, whether or not they share common values or opinions59. 
Accordingly, I will argue that initially a safety culture measurement tool correctly 
measures one culture – the organizational culture, or in this case the safety culture – while 
making it possible in the analysis of the results to elicit possible “subcultures”. According 
to the empirical data reported in the papers, subcultures may be determined by profession, 
age and seniority, and partly by gender. Furthermore, I will argue that it is in the use of 
the results from safety culture questionnaires that it becomes important to uncover the 
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possible existence of subcultures. Therefore, if results from these types of questionnaire 
are only specified in terms of numbers and scale-values illustrated as e.g. 
“positive/negative”, “mature/immature” or “strong/weak”, and are not actually discussed 
in the specific departments, then the full potential is not utilized. In fact the essential 
differences, ambiguity or “hidden conflicts” may even be missed. Martin and Meyerson 
(1988) stress through their “ambiguity paradigm”, the uncertainty, confusion, and double 
meanings that the organizational culture can have for its members. In this sense the 
ambiguity paradigm illustrates the complexity of many organizations (not least that of the 
healthcare organization), where constant streams of information, shifts and changes in 
work conditions and turbulent environments create uncertainty and confusion for 
members of the organization. In such a setting it may be difficult for the organizational 
members to develop common understandings and values except in limited situations59.  
Symbolists, as mentioned, stress the importance of the existence of “myths” that 
shape the culture in certain ways, and how these “myths” may be a way of understanding 
the culture and perhaps even alter it. I too consider “myths” to play an essential role in 
influencing the culture within the healthcare setting. This can, for instance, be 
exemplified by the “myth” about patients seeking revenge after medical harm, which has 
created a fear of openness and disclosure, when in fact patients are more likely to keep 
from suing if they are treated with honesty45, 51, 55-58. Similarly the ”myth” of infallibility 
can explain why a culture of silence is continually maintained. 
5.5.2 Analysis, statistics and validation  
The analysis of the different empirical data has been done using non-parametric tests; 
Mann-Whitney and Kruskal-Wallis. The Mann-Whitney rang-sum test has been used to 
determine significant differences between groups. All differences quoted in the papers are 
significant at the level of (p<0.01), and the size of any difference is at least 1/2 point of 
the ordinal 5-point Likert scale.   
The aim of the safety culture assessment tool has been to make it possible to 
measure differences between units. It was also designed to be short, in order to optimize 
response rates. The first version of the questionnaire consisted of 122-closed ended items 
(Likert-scale), comprising six safety culture factors and five sub-factors, plus 
demographic information. The factors were identified on the basis of previous studies63, 
review of existing questionnaires64, 65 (mostly within other domains) and literature about 
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safety culture. The second, shortened version of this questionnaire consisted of 68 items 
and the third and final version of the questionnaire consisted of 42 items.  
The validation of the patient safety culture questionnaire construct has been done 
by using factor analysis to uncover the latent structures of the safety culture dimensions 
and Cronbachs alpha for internal consistency. Furthermore, regression analysis has been 
applied to test whether the factors are able to distinguish the different departments from 
each other (see appendix). 
5.5.3 Change management - intervention 
In terms of changing organizations with the aim of building cultures of safety described in 
paper 5 (in the perspective), I have taken my point of departure in Leavitt’s model of 
change, which illustrates the interdependency of the different parts of the organization; 
tasks, structure, technology and actors and how change in one of the components will 
influence upon the others61, 66, 67.  
Additionally, I suggest and apply a humanistic strategy for change, as described 
by Borum (1995), since this is the strategic solution when the primary aim is to change 
culture by building safety cultures in the Danish hospitals (see paper 5). Finally, I have 
chosen to apply Kotters eight-step process (see papers 2 and 5) for using and managing 
change, based on results from safety culture assessment68.  
5.5.4 Moral philosophy 
The basic methods within normative ethics are a notoriously controversial subject. 
However, the approach which I use in the philosophical papers is methods of ethics, 
consisting of traditional ethical argumentation, conceptual clarifications, normative 
objections based on different normative theories and consideration on whether these 
theories provide a coherent solution to the problem they aim at solving. 
In the final paper I work with both normative and empirical ethics, since I do not 
just suggest what people ought to do and how they should act morally, but also try to give 
reasons, based on my empirical research, for why people act according to certain norms 
that might not be very constructive or even in their own or others best interest. 
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5.6 Summary of papers 
In the following a short summary of each paper is given. 
 
Paper 1 
This paper analyses results about doctors and nurses attitudes towards reporting and the 
handling of adverse events, of which there are very few published studies. Knowledge 
about staff attitudes is relevant and may be essential when dealing with potential 
problems and barriers that staff might have, as well as to support cultural change in 
relation to reporting and learning. Knowledge about similarities and differences among 
staff groups that have been uncovered in this survey can be valuable in efforts to improve 
patient safety culture. 
The paper deals with a subset of the results of a questionnaire survey comprising 
133 questions, which was distributed in February-March 2002 to 4019 doctors and nurses 
in four counties in Denmark. The survey shows large differences in attitudes among 
different staff groups to reporting adverse events, including errors, in their reasons for not 
reporting and their degree of distress at the prospect of making mistakes. Doctors are 
more reluctant (34%) than nurses (21%) to bring up adverse events and errors indicating, 
as their chief potential reasons lack of tradition, fear of the press and the risk of being 
reprimanded. In contrast to consultants, “non-consultants” (staff specialists and junior 
doctors) and especially the female members of this group, show a greater level of 
agreement with each of the proposed reasons for not reporting. The thought that one may 
cause injury to a patient induces 35% of “non-consultants” to consider giving up their job 
“now and then/often”.  
The results of the paper illustrate that the Danish hospitals not only lack a 
reporting culture but a safety culture as such, in which healthcare staff can openly discuss 
error, and learn in order to prevent future occurrences. It is therefore concluded that more 
research is needed to assess the safety cultures in the Danish hospital setting to improve 
patient safety.  
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Paper 2 
This paper presents a study and “review” of the international literature of assessment of 
safety culture in healthcare, providing substantial background knowledge about the 
subject. The paper briefly reviews the distinction between safety culture and safety 
climate; then it presents an integrative model of safety culture and safety management 
structure, stressing the link between safety culture and the traditional human factors links 
to organizational factors that influence performance and safety outcomes. Furthermore 
some different methods and techniques for assessing safety culture and climate are 
discussed and a review of a number of criteria that may be used to select a survey tool 
suitable to the user’s specific needs and wants is given. A few illustrative examples of 
assessment tools are described followed by a short guideline for using results from 
assessments. It is concluded that safety culture assessment tools are a promising solution 
to improve patient safety. Finally, problems and prospects of research on safety culture 
assessment are briefly discussed.  
 
Paper 3 
This report summarizes the results of an intervention study using a questionnaire survey 
of safety culture within three Danish hospitals on two groups, twice; one in which a 
reporting scheme was introduced and a “control” group where no changes were initiated. 
The overall aim of the questionnaire survey was to gain more knowledge and 
understanding about safety culture, especially in relation to reporting. Through the use of 
the questionnaire survey the differences in safety culture on the individual units and the 
characteristics of these differences were investigated. Furthermore, by using the 
questionnaire survey before and after the implementation of a reporting scheme, the 
effects on safety culture of intervention and reporting was measured. Finally, putting 
safety culture on the agenda was meant to start a process focusing on openness and 
developing a learning culture in the county.  
 The main conclusion of the research study was that the effects of four months of 
intervention did not reveal substantial changes and significant improvements could 
therefore not be concluded (different reasons for these results are given). Results 
demonstrated big differences between the levels of safety culture in the involved units in 
the county and that the differences were consistent (see also paper 4). In the end of the 
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report a list of recommendations for the future work on safety culture in the county was 
provided.  
 
Paper 4 
This short paper reports key results from a questionnaire-based survey of safety culture 
collected from three Danish Hospitals. Survey results show significant, consistent and 
sometimes large differences in terms of safety culture factors across the units 
participating in the survey. Relatively large and consistent differences in safety culture 
factors were found between units for factors concerning “reporting and learning”, “trust 
and justice”, “communication and cooperation” and “management’s commitment and 
visibility”. However, issues concerning awareness of human limitations and performance 
shaping factors do not follow this pattern; hence a relatively positive safety culture 
measured on the other factors does not correlate with a greater awareness of factors that 
may reduce performance. 
 
Paper 5 
This report describes a research study on the relation between safety culture, occupational 
health and patient safety in which the aim was to elicit learning for general use in county 
through critical analysis of the results and experiences of a safety culture questionnaire 
survey and interviews with staff and management, and relevant literature.  
The purposes of the project were 1) to measure the level of safety culture in the 
individual departments, 2) to test and validate a safety culture questionnaire through the 
use of semi structured focus group interviews and statistical analyses and 3) to initiate a 
process in the respective departments, working with learning and reporting cultures and 
the general improvement of safety culture and the work environment. 
The study is based on a safety culture questionnaire survey and semi structured 
focus group interviews with staff and management in four departments with different 
specialties. The function of the interviews was to test and compare responses from the 
interviews with those of the questionnaires, to evaluate the two methods for their 
strengths and weaknesses, and especially to test if the questionnaire would, in fact, be 
able to capture all facets of the culture. It is concluded that the safety culture 
questionnaire is, for several reasons, the best method for future assessments of safety 
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culture in healthcare. The report ends with a list of recommendations for the future work 
on safety culture in Copenhagen County and several of these recommendations can 
successfully be applied to Danish hospitals in general. 
 
Paper 6 
This report concerns the attitudes and responses to adverse events from the patient’s point 
of view. It is extremely relevant to investigate patients’ perception and wishes regarding 
responses after adverse events since patients play a central role in relation to adverse 
events being the object of harm. Patient’s reactions to adverse events feed back into the 
system and indirectly influence the hospital culture regarding disclosure.  
The report outlines the results of a project using a questionnaire survey of how 
patients want healthcare staff to handle mistakes following adverse events, and a 
comparison of these with doctors’ and nurses responses to the same. The study 
demonstrated significant differences between those “actions” patients found important 
following adverse events and what healthcare staff thought patients found important. 
Furthermore, our results showed some degree of mistrust in terms of patients’ 
expectations to doctors “openness” following adverse events.viii 
 
Paper 7  
This paper investigates the nature of apology and its internal logic in the context of 
healthcare. ‘Apology’ in healthcare is getting increased attention because it is proven to 
play a significant role in the aftermath of adverse events, affecting patients and staff, but 
also having financial effects on the healthcare provider organization. At present apology 
after medical harm is not the general standard of care in healthcare.  
The paper analyses when apology can be morally justified and the necessary 
conditions for an apology to work effectively and ethically in healthcare. Different 
theoretical positions are discussed within the framework of the two ethical positions of 
utilitarianism and deontology. It is argued that using apology as a utility 1) may have a 
                                                 
viii On the basis of this questionnaire survey and focus group interviews recommendations on responses to 
patients after adverse events on hospitals has been proposed in: Østergaard, D.; Hermann, N.; Andersen, 
H.B.; Freil, M.; Madsen, M.D.; Ruhnau, B., Rekommandationer om reaktioner efter utilsigtede hændelser 
på sygehuse. Delrapport 3 fra projekt om reaktioner efter utilsigtede hændelser. Risø-R-1499(DA) (2005). 
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negative effect in healthcare in terms of destroying the trusting relationship between 
patient and caregiver, and 2) distorts the essential meaning of apology.  
Five necessary conditions for apology are suggested: 1) acknowledging the 
incident, 2) its inappropriateness and 3) taking responsibility, 4) expressing regret and 5) 
intention to refrain from similar acts in the future. Additionally two pragmatic conditions 
for apologizing effectively in healthcare are proposed; an explanation and making 
practical amends. It is argued that healthcare organizations and caregivers have a duty to 
apologize to patients after harm, when justified. A spectrum of acknowledging actions are 
suggested in terms of when it is justified and necessary to either ‘apologize’, 
‘acknowledge’ or ‘express regret’ following harm. Cases illustrate the possibility of 
apologizing in healthcare in the aftermath of harm, and the negative consequences when 
apologies are not given or are given in the wrong manner.  
 
Paper 8  
In this paper some overall recommendations for different acknowledging actions to 
patients following medical harm are formulated; from acknowledging harm to expressing 
regret and making an apology. It is demonstrated that to choose the right action it is 
essential to distinguish between the different actions prior to harm, and their subsequent 
consequences, since the appropriate reactions must take departure in these. Drawing on 
experimental research studies on apology I illustrate the effects of apology in different 
context and using different expressions. The paper then presents a few useful 
recommendations for apology and acknowledgment in the aftermath of medical harm: 
When and what should we apologize and how and who should apologize? This paper can 
be read as an extension of paper 7 as it is partly a result of the findings of that paper. 
 
Paper 9  
In the final paper it is argued that there is a need for an Ethics of Patient Safety, to 
overcome some of the obstacles that other strategies for improving patient safety have not 
yet overcomed, and that an Ethics of Patient Safety can, in general, help support 
improvement programs to advance safety culture and patient safety. The drive for change 
in healthcare and the move from an individual to a systems approach, which is strongly 
advocated, calls for a new understanding of the roles of responsibility and a need to re-
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evaluate the ethics by which our healthcare system is guided. The purpose of an Ethics of 
Patient Safety is to address the critical issues of patient safety and, through reflexive 
ethics, to motivate, engage and guide healthcare staff, management and policymakers in 
building cultures of safety. The proposed Ethics of Patient Safety is based on systems 
thinking and integrates theories of safety culture, human factors and organizational 
culture with organizational and medical ethics. It is demonstrated how these different 
theoretical approaches in fact correlate and complement each other in striving for safety. 
 
Appendix 
As part of the different research projects on safety culture described in papers 3, 4 and 5 a 
Patient Safety Culture Survey instrument has been developed, tested and revised for use 
in the Danish hospital setting. This tool is able to assess the level of safety culture and 
climate in specific departments and wards in hospitals, for the purpose of identifying 
problem areas, guiding intervention strategies vis-à-vis staff, providing feedback to staff 
to enhance development of awareness of patient safety culture and, finally, to measure 
effects of change programs. 
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6 Conclusion and perspectives 
This section summarizes the main findings of the papers and outlines the most interesting 
and promising directions to pursue based on the results of the dissertation / from the 
different papers. 
6.1.1 Reasons for not reporting 
In terms of building cultures of safety, reporting and learning from adverse events is 
central. In this regard it becomes important to have knowledge about staff members’ 
potential reasons for not reporting, to be able to work with these obstacles and design the 
system accordingly. In the first paper a study from 2002 illustrated that the strongest 
reason for both doctors and nurses to hold back was “fear of the press” and secondly, for 
doctors, the “lack of tradition”. The second strongest reason for nurses and the third for 
doctors was “I do not wish to appear as an incompetent doctor/nurse”. Following these 
are “I might receive a reprimand” and “it might have consequences for my future career”. 
These different types of reasons illustrate the complexity of issues concerned with 
reporting medical error, and the importance of looking at various solutions to overcome 
the barriers. As concluded in paper 1, it is not enough to instigate a reporting system. 
Although the Danish Patient Safety Act through its promise of confidentiality can, to 
some extent, eliminate the fear of the press, it is just as important to work with the 
cultures and potential “myths” that hold people from reporting or talking about their own 
errors. 
In the studies reported in papers 3 (September 2003 and January 2004) and 5 
(October 2003) respondents were also given different potential reasons for not reporting 
adverse events (although not as many as in the original study). The strongest overall 
reason for not reporting was the lack of tradition in both of these studies, while fear of the 
press was not a very strong reason. In paper 3 the second reason was “that the 
consequences of the event make it unnecessary” and third as in the original study “I do 
not wish to appear as an incompetent doctor/nurse”.  In paper 5 the second and third 
strongest reason were “not feeling confident about bringing up adverse events/errors in 
our department” and “it increases the workload” respectively.  
However in both studies there are large variations between the different units in 
terms of their strongest reasons, which make it necessary to work on the individual units, 
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if one wants to promote openness. An interesting finding in study 2 is that the only 
department that has a reporting system in place states as their strongest reason for not 
reporting that “it increases the workload”. This is a well known practical problem of 
reporting systems that may be underestimated. Reporting forms have to be easily 
accessible because of the general lack of time for extra tasks15.  
Nevertheless, besides the last mentioned reason, which is of a practical nature, all 
of the reasons lie within the culture, in the attitudes and expectations at the local level, 
even though some of them seem to be of more general nature e.g. “I do not wish to appear 
as an incompetent doctor/nurse”. It should therefore be possible to be overcome, through 
working with the culture. Another interesting finding from paper 3 shows that the 
departments having the more “immature” safety cultures are also generally more in 
agreement with regard to reasons for not reporting.  
The reason “I do not wish to appear as an incompetent doctor/nurse” is by many 
understood as part of the traditional professional culture of doctors, as discussed in paper 
7 about apology. This reason needs to be addressed if we wish to get doctors to report 
medical error, disclose to patients and achieve their own healing through honesty and 
openness. However, the results of the studies reported in paper 1, 3 and 5 also indicate 
that not wishing to appear as incompetent is also a problem for the nurses, although 
nurses tend to be better than doctors to talk with their colleagues about medical error and 
find collegial support.  
A final important conclusion from paper 1 is the fact that the reasons for not 
reporting were strongest amongst junior staff, leading us to the next theme, namely the 
effect of error on staff. 
6.1.2 The effect of medical error on staff 
An important conclusion from paper 1 was the fact that junior staff generally worry more 
about reporting, their career and the thought of making an error, and that they are less 
satisfied with the way in which adverse events are handled in the department. In fact the 
mere thought that one may cause injury to a patient induces 35% of “non-consultants” to 
consider giving up their job “now and then/often” - compared to only 21% of the 
consultants.  
Unfortunately, in the studies reported in paper 3 and 5, due to the promise of 
anonymity it was not possible to follow up on the differences between senior and junior 
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doctors and the practical and cultural effects hereof. However, the results of the 
interviews in paper 5 supported the hypothesis that junior staff are more affected by 
medical error and that there are obvious reasons for this. In several of the interviews it 
emerged that junior staff are often lacking indispensable introductory training in the 
specialty and that they are often left alone without the required competence and 
experience (in some departments more than others). In these cases junior staff may have 
to rely on the help of the more experienced nurses and it is in fact these experienced 
nurses who mention this is as a serious problem for junior doctors, and needless to say, 
the increased risk of harming patients. As noted in the paper, a young doctor’s comment 
to what could be done for patient safety was that: “If you really want to do something for 
patient safety, then you should prioritize supervision.” In paper 9 ethical problems related 
to lack of supervision of junior doctors were addressed, and it was concluded that more 
supervision is required. 
As discussed in paper 7 there are now more studies investigating the effect of 
medical error on staff and it is becoming more accepted that something needs to be done 
to support medical staff after adverse events and that disclosing and apologizing to 
patients following harm may in fact help the staff toward healing. I suggest that future 
studies not only study the general effects of medical harm on staff, but focus on the 
differences amongst professional groups and especially between senior and junior staff.   
The included studies demonstrate differences amongst professional groups; for instance 
nurses are better at talking together and supporting each other following harm, while 
doctors lack this kind of collegial support. On the other hand doctors have a formal forum 
- “conference” - in which cases and adverse events are discussed, which nurses do not 
seem to have. In this regard it might be possible to have the different professions learn 
“best practices” from each other. Finally, it is worth noting the conclusion in paper 5 that 
a higher integration of patient safety (safety culture), occupational health and 
accreditation would be a valuable strategy, since there are large overlaps both in terms of 
theory and practice, and because this may save considerable resources. The problems 
related to the effects of medical error on staff pertain directly to occupational health, 
while the wider consequences of these effects impact on the safety culture. The same is 
true for the problems related to junior doctors, not only in relation to the fact that mere 
thought that they may cause injury to a patient induces them to consider giving up their 
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job, but also the general issues related to their and other healthcare staffs work conditions 
as described in paper 9.    
6.1.3 The use of safety culture questionnaires 
I concluded in papers 3 and 4 that the safety culture questionnaire was able to measure 
significant group differences consistently across most safety culture factors. Although 
results from paper 5 show some of the same tendencies, they cannot fully support the 
original conclusion of consistency. In paper 5 one unit showed positive response on 
”reporting and learning” and negative response on ”management commitment and 
visibility” while another unit showed the inverse results. Furthermore, the interviews and 
meetings with management and staff reported in the same paper confirmed that the unit 
with positive responses to reporting and learning had a reporting scheme, but low 
management commitment, and the unit with positive responses to management had no 
systematized reporting scheme, although they did experience learning. These results 
underline the point often made; that a reporting system in itself has no value and that it is 
how it is utilized that gives it value. Having a reporting system does not, therefore, 
automatically imply that one also has a positive safety culture.  
The large difference in safety culture across units demonstrate that there is still 
room for improvement and the need for intensive education on issues pertaining to 
building cultures of safety in healthcare.  
Another important finding and conclusion of paper 3 and 4 was that the questions 
about human limitations, which have often been used in other domains as an indicator of 
“awareness”, could not be used as indicators of positive or negative safety culture and 
were left out in the final questionnaire as a consequence (see appendix). It should be 
noted however that the questions in themselves are essential especially in relation to 
teamwork, and that the responses have given rise to reflection and relevant discussions 
with healthcare workers. Nevertheless, these results elucidate the fact that methods and 
perceptions of safety culture within other domains cannot just be transferred to healthcare 
without careful consideration. 
 
The advantages of doing safety culture questionnaire surveys has been demonstrated and 
concluded in several of the papers. However, it is important to respect the limits to the 
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conclusions that can be drawn from the results and, as mentioned in paper 2, it is essential 
to make clear what the objectives for measuring the safety culture are.  
In relation to the use of safety culture assessment in healthcare, there are a number 
of issues that need to be addressed in future developments to carry out successful 
assessment. In paper 2, chapter 8, I mention five potential research areas that should be 
the focus of further research and development and which may help improve patient 
safety.  
Besides the research areas mentioned in paper 2 I believe it both relevant and 
possible to follow up on the studies on safety culture reported in papers 3, 4 and 5, to 
analyze possible changes over time and differences and similarities in safety culture 
between department and hospitals. It would be appropriate to determine and elicit ”best 
practices” from the result of the questionnaire. Based on the Patient-Safety-Culture-
Questionnaire shown in the appendix, a new slightly modified safety culture 
questionnaire has been developed for the Capital Region and is planned to be used to 
assess safety culture in all the hospitals in the region on a regular basis.  
6.1.4 Managing the needs of patients and staff  
Patient safety is, as the term connotes, primarily about providing safety for patients. 
However it is much more than that, since the means to improve patient safety is best 
achieved by managing not only the needs of the patient, but also that of the staff: which 
can be achieved by having effective management systems in place (see paper 2).  
It was concluded in paper 6 and 7 that the main need of patients following adverse 
events is to be treated honestly, by being given information and an explanation for the 
event, followed by an apology or expression of regret. Following this is the need for 
compensation and reprimand of the healthcare worker. In paper 7 the importance and the 
positive effects of apology and expressions of regret following from medical harm are 
illustrated and it is concluded that it is the healthcare workers’ obligation, when morally 
required, to apologize after harm. Results in paper 5 illustrate that the departments are not 
very good at explaining and informing patients after adverse events, the four departments 
vary in their response with 35% - 82% problematic answers.  
The study reported in paper 6 demonstrates that patients do not think that 
healthcare staff is open and informative enough about adverse events. In general there is a 
discrepancy between what the patients expect and what they wish fore following adverse 
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events, as well as a discrepancy between patient and staff perceptions. The study 
concludes that healthcare staff should, to a larger extent, inform openly about adverse 
events and the medical consequences following from these, both in terms of oral 
communication given directly to the patient and their relatives and what is written in the 
journal.  
To support healthcare staff in doing this it is necessary that the individual 
departments develop a policy and culture that encourages staff to disclose, admit error 
and apologize or express regret. In this regard it would be useful to develop guidelines for 
staff in how to craft the appropriate “messages” and the results of papers 7 and 8 can 
provide a valuable background against which this may done. 
Furthermore the staff’s needs can partly be met by providing a non-punitive 
confidential reporting system, as in the case of the Danish Patient Safety Act, and by 
creating more openness in the departments, making it possible for healthcare staff to talk 
about error. Besides this, it is vital to create policies and a culture in which healthcare 
staff can expect to get support from colleagues and management following medical harm. 
Developing a patient safety ethics can be a way to support such structures and initiatives, 
as well as making it possible for staff to “legally” object to performing shaping factors 
that impact negatively on their performance with the potential of harming patients.  
It would be interesting to make an empirical study of Danish patients’ experience, 
outlook and expectation of apology or expressions of regret following medical harm 
taking departure in the findings of paper 7 and 8. Likewise, it would be relevant to 
conduct a comparable study of healthcare staff’s experiences and perspectives on 
disclosure and the act of making apology or expressing regret.  
6.1.5 Ethics as the solution 
In paper 9 the need for and possibility of integrating ethics in patient safety work is 
discussed, and a model for a patient safety ethics is suggested. It is concluded that an 
ethics of patient safety can illuminate the complexity of the ethical problems within 
healthcare, and promote patient safety and build safety cultures through reflexive ethics. 
It would be interesting for future work to elaborate this idea and implement a patient 
safety ethics in practice.   
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Resumé 
 
Introduktion: 
Der findes kun få undersøgelser om lægers og sygeplejerskers holdninger til rapportering og 
håndtering af utilsigtede hændelser. Viden herom er relevant og kan være afgørende for at 
imødegå potentielle problemer og barrierer hos disse personalegrupper og for at støtte 
kulturændringer i forbindelse med rapportering og læring 
 
Materiale og metoder: 
Et spørgeskema med 133 spørgsmål blev udsendt i februar-marts 2002 til 4019 læger og 
sygeplejersker i fire amter. Artiklen behandler kun dele af spørgeskemaundersøgelsens 
resultater. 
 
Resultater: 
Der er i analysen indgået besvarelser fra 703 læger og 881 sygeplejersker, med en svarprocent 
på 51 %. Der er anvendt ikke-parametriske tests (Mann-Whitney, Kruskal-Wallis) til statistisk 
analyse.  Undersøgelsen viser stor forskel på personalegruppers holdninger til rapportering af 
fejl og utilsigtede hændelser på sygehuse, på grunde til tilbageholdenhed og på graden af 
bekymring i forbindelse med at begå fejl. Lægerne er mere tilbageholdne (34 %) end 
sygeplejersker (21 %) med at omtale utilsigtede hændelser og fejl. De væsentligste potentielle 
grunde angives som: manglende tradition, frygt for pressen og risikoen for at få en næse. 
Gruppen af ikke-overlæger (afdelingslæger, 1.reservelæger og reservelæger), især de 
kvindelige, er mere enige i disse grunde. Samtidig giver tanken om at skade en patient 
anledning til, at 35 % af ikke-overlæger ”nu og da /ofte” overvejer at opgive deres arbejde.  
 
Diskussion: 
Indsatsen for at forbedre patientsikkerhedskulturen kan med fordel inddrage den viden om 
ligheder og forskelle mellem personalegrupper, der er påvist i denne undersøgelse.  
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Introduktion 
Internationale såvel som nationale erfaringer fra sikkerhedskritiske domæner peger på 
vigtigheden af læring fra utilsigtede hændelser. Forudsætningen for læring er bl.a. et 
rapporteringssystem, hvilket blev etableret i Danmark 1.1.2004, og et personale, der villigt 
rapporterer. Undersøgelser viser, at rammerne og kulturen omkring rapportering er afgørende 
for, at medarbejderne rapporterer om egne og kollegaers fejl og andre utilsigtede hændelser 
(1;2). Viden om lægers og sygeplejerskers holdninger til rapportering og håndtering af 
utilsigtede hændelser er begrænset (3-7), og der findes ingen undersøgelser af danske forhold. 
For at imødegå potentielle problemer og barrierer i disse personalegrupper i arbejdet med 
kvalitetssikring, implementering af rapporteringssystemer og forestående kulturændringer, er 
en sådan viden afgørende og relevant for alle parter i sygehusvæsenet. 
 
Formålet med denne artikel er at belyse lægers og sygeplejerskers holdninger til rapportering 
og håndtering af fejl og andre utilsigtede hændelser på sygehuse, herunder deres potentielle 
grunde til tilbageholdenhed og bekymringer i forbindelse med at begå fejl.  
 
Materiale og metoder 
I 2002 udsendtes 4019 spørgeskemaer til læger og sygeplejersker i fire amter. Alle læger og 
alle ledende sygeplejersker i fire specialer (anæstesiologi, intern medicin, 
gynækologi/obstetrik, almen kirurgi og ortopædkirurgi) på alle sygehuse i Frederiksborg, 
København og Roskilde amter modtog et spørgeskema, og herudover blev der i de tre 
sjællandske amter foretaget randomiseret udtræk i gruppen af sygeplejersker, således at det 
samlede antal udsendte skemaer til sygeplejersker for hver afdeling var det samme som 
antallet af læger på afdelingen. For Ringkøbing Amts vedkommende udsendtes 
spørgeskemaet til alle læger og alle sygeplejersker på amtets sygehuse (eksklusiv psykiatri). 
Besvarelsen var anonym. En påmindelse, uden nyt skema, blev udsendt efter to uger til alle.   
 
Spørgeskemaet 
Spørgeskemaet er udviklet på baggrund af fokusgruppeinterviews af personale (8), erfaringer 
inden for luftfart og andre sikkerhedskritiske områder samt litteratur om fejlhåndtering og 
sikkerhedskultur (9;10). Spørgeskemaet blev iterativt testet og modificeret over fire gange 
efter at testpersoner (læger og sygeplejersker) enkeltvis besvarede skemaet og kommenterede 
forståelighed, formulering og relevans af de enkelte spørgsmål. Skemaet omfatter 133 
enkeltspørgsmål af Likert-typen (meget uenig, noget uenig osv.) suppleret med syv åbne 
spørgsmål. Her behandles kun de dele af spørgeskemaet som belyser og understøtter artiklens 
formål. Spørgeskemaet, samt resultater og frekvensfordelinger for de to personalegrupper er 
indeholdt i oversigtsrapport (11). 
 
Dataanalyse  
Statistiske analyser er foretaget med Mann-Whitney og Kruskal-Wallis test for rangdata. 
Datamaterialet omfatter en relativt stor gruppe, hvorfor der vil optræde mange signifikante 
men små forskelle mellem undergrupper. Derfor fremhæves kun forskelle som er signifikante 
på et niveau, på mindst  p<0,01.  I tabellerne angives både ligheder og omfanget af 
gruppeforskellene for alle de behandlede spørgsmål. Inden analysen er der foretaget et 
balanceret udtræk, således at gruppen af sygeplejersker i Ringkøbing Amt tæller med samme 
vægt – og har samme fordeling mellem ledende og ikke ledende – som sygeplejersker fra de 
tre sjællandske amter.  
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Resultater 
Besvarelse 
Der blev modtaget 2031 skemaer, svarende til en svarprocent på 51% (46% for læger, 53% 
for sygeplejersker). Efter det balancerede udtræk udgør datasættet svar fra 1587 respondenter 
(703 læger, 885 sygeplejersker). I lægegruppen var 36% af respondenterne kvinder, i 
sygeplejegruppen 97% . I lægegruppen var 42% overlæger og 58% ”ikke-overlæger” 
(afdelingslæger, 1.reservelæger og reservelæger). Inden for lægegruppen sammenlignes 
overlæger og ”ikke-overlæger” eller - hvor svar viser en klar graduering - afdelingslæger, 
samt 1. reservelæger og reservelæger.   
 
Grunde til tilbageholdenhed 
I alt 3 % af lægerne er helt/noget enige i, at der har været situationer, hvor de ”har været 
tilbageholdende med at omtale hændelser/fejl”, mens kun 21 % af sygeplejerskerne erklærer 
sig [helt/noget] enige i samme udsagn.    
 
Respondenter blev bedt om at tage stilling til 13 potentielle grunde til at holde sig tilbage med 
at omtale utilsigtede hændelser/fejl (Tabel 1). Blot 3% af lægerne og 4 % af sygeplejerskerne 
nævner andre grunde end de givne, heraf kun én ny: loyalitet overfor kolleger. For hver af de 
potentielle grunde er der i begge faggrupper flere, der erklærer sig uenige end enige i, at den 
foreslåede grund er grund til at holde sig tilbage. I begge grupper er ”risikoen for at pressen 
begynder at skrive om det” den grund, som vejer tungest (læger: 38% enige, 47% uenige; 
sygeplejersker 27% enige, 53% uenige). Gruppen af ikke-overlæger er signifikant mere enig 
end overlægerne i næsten alle de foreslåede grunde til at være tilbageholdende, og de 
kvindelige læger mere enige end deres mandlige kolleger, specielt inden for gruppen af ikke-
overlæger. 
 
TABEL 1: Forhold der kan holde læger og sygeplejersker fra at omtale utilsigtede hændelser/fejl. Grundene er rangstillet 
efter lægegruppens gennemsnitlige enighed. 
Læger 
 
(N=655-685) 
Spl 
 
(N=814-868) 
Overlæger 
 
(N=271-282) 
Ikke-
overlæger 
 
(N=378-397) 
Kvindelige 
læger 
 
(N=231-241) 
Mandlige 
læger 
 
(N=412-431) 
Antag at du blev involveret i en 
hændelse/fejl. Hvilke af følgende 
forhold kunne holde dig tilbage fra at 
omtale hændelser/fejl: 
noget enig / 
helt enig 
Sign - noget enig / 
helt enig 
Sign.  noget enig / 
helt enig 
Sign.  
Jeg kan risikere, at pressen begynder at skrive om 
det 38% 27% *** 36% 39% NS 40% 36% NS 
Der er ikke tradition for at omtale hændelser/fejl 39% 29% *** 33% 44% *** 46% 35% ** 
Jeg ønsker ikke at fremstå som en dårlig 
læge/sygeplejerske 36% 31% ** 21% 47% *** 46% 31% *** 
Jeg kan risikere at få en "næse" 32% 28% NS 21% 38% *** 39% 27% *** 
Det kan gå ud over min fremtidige ansættelse eller 
karriere  28% 25% NS 18% 34% *** 31% 26% ** 
Det er for besværligt 27% 10% *** 23% 29% * 20% 30% * 
Jeg kan risikere, at hændelsen/fejlen indberettes til 
embedslægen  25% 27% NS 21% 28% *** 28% 24% *** 
Jeg ved ikke, hvem der er ansvarlig for at bringe 
hændelse/fejl frem 26% 19% *** 18% 32% *** 26% 26% NS 
Jeg kan risikere, at patienten klager 28% 20% ** 19% 34% *** 35% 24% *** 
Man føler sig ikke tryg ved at bringe sine 
hændelser/fejl frem på vores afdeling  23% 13% *** 14% 29% *** 28% 20% ** 
Når der er travlt, glemmer jeg den slags 19% 12% *** 20% 19% NS 18% 20% NS 
Der kommer alligevel ingen forbedringer på vores 
afdeling ved at omtale hændelser/fejl  14% 7% *** 10% 17% *** 13% 15% * 
Det gavner ikke patienterne, at jeg beretter om 
mine hændelser/fejl  11% 5% ** 10% 12% NS 9% 12% NS 
* = p<0.05; ** = p<0.01; *** = p<0.001; NS = non-signifikant (Mann-Whitney) 
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Tanken om at begå fejl 
I Tabel 2 ses forskelle i svar inden for lægegruppen på spørgsmålet om tanken om at begå fejl 
kan få dem til at ”overveje at opgive deres arbejde”, ”tynger dem” og/eller ”overlade risikable 
og svære opgaver til kolleger”.  
 
TABEL 2: Fordeling af lægegruppers svar i forbindelse med tanken om at begå fejl. 
Tanken om at jeg kan begå en fejl, som kan 
få alvorlige konsekvenser for en patient … Aldrig Nu og da 
Ofte / 
Meget 
ofte 
Sign. 
- får mig til at overveje at opgive mit arbejde     
 Læger i alt (N= 689) 70% 27% 2%  
 Overlæge (N=282) 79% 20% 1% 
 Afdelingslæge og 1. reservelæge (N=184) 73% 24% 2% 
 Reservelæge (N=218) 57% 38% 5% 
p<0,001 ‡ 
 Kvindelige læger (N=249) 57% 39% 3% 
 Mandlige læger (N=433) 78% 20% 2% p<0,001 † 
- får mig til at overlade risikable og svære opgaver til kollegaer     
 Læger i alt (N= 689) 57% 39% 4%  
 Overlæge (N=282) 80% 20% 1% 
 Afdelingslæge og 1. reservelæge (N=184) 59% 39% 3% 
 Reservelæge (N=218) 27% 65% 8% 
p<0,001 ‡ 
 Kvindelige læger (N=249) 35% 59% 7% 
 Mandlige læger (N=433) 70% 28% 2% p<0,001 † 
- tynger mig     
 Læger i alt (N= 689) 20% 66% 15%  
 Overlæge (N=283) 27% 63% 11% 
 Afdelingslæge og 1. reservelæge (N=183) 19% 66% 15% 
 Reservelæge (N=218) 10% 70% 20% 
p<0,001 ‡ 
 Kvindelige læger (N=248) 8% 77% 14% 
 Mandlige læger (N=434) 26% 59% 15% p<0,001 † 
† Mann-Whtney;  ‡ Kruskal-Wallis. Procenttal summer ikke overalt op til 100% pga. afrunding. 
 
 
Ledelsens og afdelingens håndtering af fejl  
I alt forventer 48 % af lægerne i høj grad og 45 % i nogen grad ”at møde forståelse”, hvis de 
rapporterede en fejl, de havde begået, til deres nuværende leder. I Tabel 3 ses sygeplejerskers 
og forskellige lægegruppers procentvise enighed i udsagn om deres egen afdelings håndtering 
af utilsigtede hændelser/fejl, og i Tabel 4 gengives lægers svar på samme spørgsmål inden for 
fire specialer.  
 
TABEL 3: Læger, sygeplejersker og lægegruppers procentvise enighed i udsagn om afdelingens håndtering af utilsigtede 
hændelser/fejl. Udsagnene er rangordnet efter lægegruppens gennemsnitlige enighed.  
Læger 
 
(N=595-669) 
Spl 
 
(N=715-849) 
Overlæger’ 
 
(N=269-283) 
Ikke-
overlæger 
 
(N=322-383) 
Kvindelige 
læger 
 
(N=193-237) 
Mandlige 
læger 
 
(N=393-424) 
Hvordan synes du, din nuværende 
afdeling håndterer hændelser/fejl? 
I min afdeling: 
noget enig / 
helt enig 
Sign.  noget enig / 
helt enig 
Sign.  noget enig / 
helt enig 
Sign.  
- hænger man ikke folk ud 80% 80% NS 88% 74% *** 74% 83% ** 
- er man omhyggelig og grundig med at informere 
patienter efter hændelser  64% 60% NS 74% 57% *** 52% 70% *** 
- taler man åbent om hændelser/fejl 65% 73% *** 76% 58% *** 55% 72% *** 
- er man god til at støtte personale efter alvorlige 
hændelser? 61% 79% *** 71% 53% *** 51% 66% ** 
- er man god til at drage ved lære af hændelser/fejl 60% 71% *** 69% 55% ** 51% 66% *** 
- er det meget normalt at diskutere hændelser/fejl 
på enten læge- eller spl.konference 60% 51% *** 70% 54% *** 51% 66% *** 
* = p<0.05; ** = p<0.01; *** = p<0.001; NS = non-signifikant (Mann-Whitney) 
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TABEL 4: Lægesvar inden for fire specialer om egen afdelings håndtering af utilsigtede 
hændelser/fejl. 
Intern 
Medicin 
(N=213) 
Kirurgi 
(N=235) 
Gynækologi 
/Obstetrik 
(N=84) 
Anæstesi 
(N=116) 
Hvordan synes du, din 
nuværende afdeling 
håndterer hændelser/fejl? 
I min afdeling: noget enig / helt enig 
I&G 
I&A 
I&K 
K&G
 
K&A 
A&G 
- hænger man ikke folk ud 76% 77% 81% 87% NS * NS NS NS NS 
- er man omhyggelig og grundig 
med at informere patienter efter 
hændelser  
54% 64% 76% 71% *** ** * NS NS NS 
- taler man åbent om hændelser/fejl 57% 62% 65% 83% NS *** NS NS ** * 
- er man god til at støtte personale 
efter alvorlige hændelser? 55% 55% 73% 68% ** ** NS ** ** NS 
- er man god til at drage ved lære af 
hændelser/fejl 53% 60% 65% 68% * ** NS NS NS NS 
- er det meget normalt at diskutere 
hændelser/fejl på enten læge- eller 
spl.konference 
53% 58% 68% 68% ** *** ** NS NS NS 
* = p<0.05; ** = p<0.01; *** = p<0.001; NS = non-signifikant (Mann-Whitney).  
K= Kirurgi, G= Gynækologi/obstetrik, I= Intern Medicin, A= Anæstesi  
 
Diskussion 
Vores spørgeskemaundersøgelse viser, at der er stor forskel på personalegruppers holdninger 
til rapportering af utilsigtede hændelser og fejl på sygehuse, herunder på deres grunde til 
tilbageholdenhed og deres grad af bekymring i forbindelse med at begå fejl. Læger er mere 
tilbageholdne overfor at informere om hændelser og fejl end sygeplejersker og ligeledes 
mindre enige i, at deres egen afdeling håndterer hændelser og fejl godt. Denne tendens er 
stærkest hos gruppen af yngre læger og især blandt yngre kvindelige læger. Ligeledes er det 
særligt yngre læger, der ”nu og da/ofte” overvejer at opgive deres arbejde grundet tanken om 
at skade en patient. Disse resultater kræver overvejelser om ændringer af organisatorisk og 
kulturel karakter med henblik på at forbedre patientsikkerheden og støtte især yngre læger.   
 
En tredjedel af lægerne indikerer, at de har været tilbageholdende med at omtale hændelser/ 
fejl. De tre stærkeste potentielle årsager er ”frygten for pressen”, ”manglende tradition” og 
”risikoen for at få en næse”. I en analyse af danske og japanske lægers besvarelser på de i 
vores spørgeskema angivne grunde til at holde tilbage finder Itoh og Andersen (12), at de 
foreslåede grunde fordeler sig på to underliggende faktorer – ”frygten for straf og dårligt 
omdømme” og ”mangel på incitament og opbakning”. Vore resultater tyder på, at den 
stærkeste faktor for alle grupperne er frygten for straf og dårligt omdømme, dog med en 
enkelt undtagelse, nemlig ”manglende tradition”, som ligger højt hos lægerne. Dette er i 
modsætning til et studie af Vincent et al. (6), som fandt følgende tre grunde til ikke at 
rapportere vigtigst: 1) udfaldet af fejlen ofte gør det unødvendigt, 2) arbejdsbyrden øges og 3) 
man har travlt og glemmer det. Til gengæld er der god overensstemmelse mellem resultaterne 
af de to studier mht. forskelle mellem yngre og ældre læger, navnlig hvad angår angst for 
repressalier ved rapportering af fejl, samt oplevelsen af manglende støtte fra kolleger. Dette 
understøttes yderligere af et studie, der viste at især det yngre personale var tilbageholdende 
med at fortælle om fejl pga. usikkerhed, frygt for at virke inkompetent og betydning for 
karrieren (13). I vores undersøgelse er de yngre lægers stærkeste grund til at tilbageholde, at 
man ”ikke ønsker at fremstå som en dårlig læge”.   
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Undersøgelsen viser et generelt lavt niveau af enighed (blot 11-39% af lægerne er helt/noget 
enige) i udsagn om grundene til tilbageholdenhed, hvilket er i overensstemmelse med studiet 
af Vincent et al.(6). I begge studier viser det sig, at der for hver af de foreslåede grunde altid 
er en større andel, der erklærer sig enige end uenige i den enkelte grund. Vores resultater 
peger endvidere på, at stilling og dernæst faggruppe og køn har betydning for graden af 
åbenhed. Læger er mere tilbøjelige end sygeplejersker, ikke-overlæger mere end overlæger, 
og kvindelige læger mere end mandlige læger til at holde sig tilbage med at fortælle om fejl.  
 
Der findes kun få studier af den påvirkning, som utilsigtede hændelser påfører personalet. Wu 
(14) har brugt den sigende betegnelse ”det andet offer” til at betegne det personalemedlem, 
der bliver involveret i en skadevoldende hændelse. Den potentielle påvirkning af personalet 
bør vække til eftertanke, når især yngre læger overvejer at opgive deres arbejde ved tanken 
om at begå fejl, som kan medføre skade på en patient. En anden undersøgelse har vist, at den 
største kilde til stress for yngre læger var følelsen af at være ansvarlig for at skade en patient 
(15). En større europæisk undersøgelse af sygeplejersker viser, at bekymringen over at lave 
fejl falder med alder og senioritet, imedens bekymringen stiger med bl.a. høj 
arbejdsbelastning, hyppige afbrydelser, og manglende tid til at tale med patienterne (16). 
Dette antyder at ”bekymring” er et problem, der i nogen grad kan påvirkes gennem konkrete 
ændringer af praksis. 
 
Læger og sygeplejersker er overvejende enige i, at ledelsen og afdelingen forstår at håndtere 
fejl og hændelser, dog således at sygeplejerskerne er mere enige i, at man i deres afdeling 
”taler åbent” og er god til at ”støtte personale” og ”drage læring”. Sygeplejerskerne er mindre 
enige i, at det er normalt at diskutere hændelser på konference, sandsynligvis fordi 
sygeplejerskerner ikke almindeligvis holder fælles konference, som lægerne gør. Noget 
lignende kunne overvejes for sygeplejersker eller på afdelingsniveau for at opnå en fælles 
læring. Det er påfaldende, men måske ikke så overraskende, at overlægerne er mere enige end 
ikke-overlæger i udsagn om, at afdelingen håndterer fejl og utilsigtede hændelser godt. En 
tilsvarende signifikant forskel fandtes ikke blandt sygeplejersker.  
 
Undersøgelsen viser relativt få og små forskelle mellem specialer med undtagelse af 
opfattelsen af afdelingens og ledelsens håndtering af fejl/hændelser, hvor specialerne 
anæstesiologi og gynækologi/obstetrik udtrykker en større enighed i, at deres afdeling er god 
til at tale åbent om fejl og støtte personale efter en alvorlig hændelse. Det kunne tyde på at 
disse specialer i højere grad er kendetegnet ved tryghed og tradition for åbenhed, hvorimod 
læger indenfor kirurgi og intern medicin antyder oplevelsen af mindre åbenhed og støtte i 
afdelingen efter alvorlige hændelser.  
 
I forbindelse med implementering af et rapporteringssystem er det vigtigt at have kendskab til 
de potentielle grunde personalet har til ikke at rapportere.  Afhængigt af om grundene hviler 
på ”frygt for straf og dårligt omdømme” eller ”mangel på incitament/opbakning” har de 
forskellig forankring, og de kræver forskellige interventionsformer. Det må forventes, at 
loven om patientsikkerhed vil reducere vægten af de grunde, der bunder i frygt for straf, idet 
rapportering er konfidentiel. Manglen på incitament og opbakning, derimod - herunder den 
manglende tradition og det forhold, at 26 % af lægerne mener, det er for besværligt at bringe 
fejl frem – løses ikke ved lov, men udgør barrierer, som det kræver en betydelig lokal indsats 
og en synlig central opbakning at ændre. En positiv sikkerhedskultur, der baseres på tillid, 
opbakning og bevidsthed om fejls læringspotentiale, og som støttes af ledelsens vilje til at 
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etablere stærke incitamenter for medarbejdere til at rapportere om fejl/hændelser, er 
forudsætning for en lærende organisation.   
 
I arbejdet med kvalitetssikring, implementering af rapporteringssystemer og forestående 
kulturændringer kan man med fordel inddrage den viden om ligheder og forskelle, indenfor 
og mellem personalegrupper, der er påvist i denne undersøgelse. Viden om forskelligheder er 
med til at nuancere det eksisterende billede af faggruppen, som ”gruppe”, og synliggøre de 
forskelle, der rent faktisk eksisterer og som kan skabe vanskeligheder i implementeringsfasen. 
Den bekymring, som udtrykkes af især ikke-overlæger og ikke mindst kvindelige dels over 
risikoen for at skade patienter og dels i ønsket om ikke at fremstå som en dårlig læge, er så 
markant, at afdelinger og uddannelsesansvarlige må anbefales at tage emnet op.  
Respondenters forventninger til egen ledelse og til egen afdelings håndtering af fejl er 
forholdsvis positive og vidner om tilstedeværelsen af en grundlæggende tillid - en 
grundforudsætning for en positiv sikkerhedskultur (17;18). Men resultaterne peger også på at 
der er plads til væsentlige forbedringer, især hvis man ser på ikke-overlægernes svar.  
 
Undersøgelsens relativt lave besvarelsesprocent må nødvendigvis give anledning til en vis 
forsigtighed i konklusioner, selvom den er på linie med den, der typisk opnås ved denne type 
anonyme undersøgelser blandt læger og sygeplejersker i sammenlignelige lande. Således 
finder vi i to nyligt publicerede undersøgelser om sikkerhedskulturelle faktorer, at man opnår 
besvarelsesprocenter på 44% og 47% for alle personalegrupper og lidt mindre for læger 
(19;20). Det har ikke været muligt at kontrollere for selektionsbias ved denne undersøgelse. 
Man kan forestille sig (men kun som spekulation), at der er en overrepræsentation af 
”rapporteringsvillige” blandt respondenterne. Hvis det er tilfældet, vil vore resultater bl.a.  
overvurdere den reelle rapporteringsvillighed på tidspunktet (2002), hvor dataindsamling 
fandt sted.  
 
Det er vigtigt at fastholde, at formålet med rapportering er læring. Som det påpeges af bl.a. 
Helmreich et al. (21), kan rapporteringssystemer ikke anvendes til at fastslå forekomsten af 
forskellige typer af utilsigtede hændelser. Hændelsesrapportering er et uvurderligt redskab til 
at identificere sikkerhedsproblemer og hermed latente betingelser, som frembringer fejl, som i 
værste tilfælde kan skade patienter. Det der er brug for er ikke tal, men ”historier”, som man 
kan lære af.   
 
 
 
Taksigelser 
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Engelsk resume:  
 
Introduction: 
Few studies have been published about the attitudes of doctors and nurses towards reporting 
and the handling of adverse events. However, knowledge about staff attitudes is relevant and 
may be essential to dealing with  potential problems and barriers that staff might have as well 
as to supporting cultural change in relation to reporting and learning. 
 
Materials and methods:  
A questionnaire comprising 133 questions was distributed in February-March 2002 to 4019 
doctors and nurses in four counties in Denmark. This paper deals with only a subset of the 
results of the survey.  
 
Results: 
Responses were obtained from 703 doctors and 881 nurses, yielding an overall response rate 
of 51%. Statistical analysis was performed with non-parametric tests (Mann-Whitney, 
Kruskal-Wallis). The survey shows large differences in attitudes among different staff groups 
to reporting adverse events, including errors, in their reasons for not reporting and their 
degree of distress at the prospect of making mistakes. Doctors are more reluctant (34%) than 
nurses (21%) to bringing up adverse events and errors, indicating as their chief potential 
reasons lack of tradition, fear of the press and the risk of being reprimanded. In contrast to 
consultants, “non-consultants” (staff specialists and junior doctors), and especially the female 
members of this group, show a greater agreement with each of the proposed reasons. 
The thought that one may cause injury to a patient induces 35% of “non-consultants” to 
consider giving up their job “now and then/often”.  
 
Discussion: 
Efforts to improve patient safety culture can gain from the knowledge about similarities and 
differences among staff groups that have been uncovered in this survey.  
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1. Introduction: The role of safety culture and climate assessment 
in patient safety improvement  
In recent years, the promotion of a culture of safety has, in many 
countries, become one of the key issues in patientcare. It has been 
argued that a positive safety culture (or climate) is essential for 
minimizing the number of preventable patient injuries and their 
overall cost to society (e.g., Kohn, Corrigan, Donaldson, 1999; Nieva 
& Sorra, 2003; Zhan & Miller, 2003). At the same time, there is also 
an increasing recognition that it is necessary to determine the 
relationship between the effects of safety culture on healthcare 
outcome. (Gershon, Stone, Bakken & Larson, 2004; Scott, Mannion, 
Marshall & Davies, 2003a; Scott, Mannion, Davies & Marshall, 
2003b). Efforts in this direction are, however, hampered in two 
respects: first, patient safety outcomes are hard to establish and 
validate across different patient populations and healthcare services; 
and second, there is no generally accepted model of safety culture and 
climate, identifying its components and their interrelationships (ibid; 
Guldenmund, 2000; Collins & Gadd, 2002; Flin, Mearns, Connor, 
Bryden, 2000; see chapter on ”Safety Culture in Healthcare” in this 
handbook). 
 
If safety culture does indeed play a significant role in patient safety - 
over and above the contribution of material, professional and 
organizational resources – then it is important to identify which 
elements of safety culture correlate with safety outcomes and to 
develop reliable methods and techniques for determining the type and 
nature of the safety culture and climate of individual hospitals, 
departments and wards.  
 
Adapting suggestions by Nieva and Sorra (2003), we propose that 
safety culture assessment for a given organization; ward or department 
may serve a number of objectives:  
 
(1) Profiling (diagnosis): an assessment may aid in determining 
the specific safety culture or climate profile of the unit; 
including the identification of “strong” and “weak” points. 
(2) Awareness enhancement: it may serve to raise staff awareness, 
typically when conducted in parallel with other staff oriented 
patient safety initiatives. 
(3) Measuring change: assessment may be applied and repeated 
over time to detect changes in perceptions and attitudes, 
possibly as part of a  “before-and-after-intervention” design. 
(4) Benchmarking: it may be used to evaluate the standing of the 
unit in relation to a reference sample (comparable 
organizations and groups). 
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(5) Accreditation: it may be part of a, possibly mandated, safety 
management review or accreditation program. 
 
Based on the findings of pervasive medical error in the US (Thomas et 
al., 2000; Brennan et al., 1991) and Australia (Wilson et al., 1995), 
several research programs were established in the late 90’s to 
investigate the effects of climate and culture on patient safety. The US 
Institute of Medicine formed the Quality of Healthcare Committee 
who, in their influential report To Err is Human (Kohn et al., 1999), 
suggested a strategy for improvement of the overall quality of patient 
care in the US. In addition, the Agency for Healthcare Research and 
Quality (AHRQ) funded 21 studies examining specific work 
conditions, and 14 (66%) of these studies involve measures of 
organizational culture and climate (Gershon et al., 2004). A majority 
of the studies, results from which have now begun to be published, use 
quantitative methods, and we include in our review of instruments one 
of the tools developed by the above program (Nieva & Sorra, 2003).  
In the UK, a similar historical development took place, and patient 
safety and safety culture were put on the agenda, reflected in the 
reforms of the National Health Service (NHS) (Scott et al., 2003b). A 
highly significant publication was the report put out by the 
Department of Health (2000), An organization with a memory.   
 
Both of these reports, To Err is Human and An organization with a 
memory, signaled a discussion - not only in the English-speaking 
world but internationally - about the role of organizational culture in 
the occurrence of preventable adverse events in healthcare. Prompted 
in large measure by the experience from other domains, especially 
aviation and the nuclear industry, new conceptions of human error 
were suggested to healthcare that stressed a systems-based and 
organizational perspective (Sexton, Thomas and Helmreich, 2000; 
Helmreich, 2000; Reason, 2000). As an alternative to reactive 
strategies to error management, a systems approach based on 
proactive strategies - and thus involving systematic reporting of errors 
and adverse events - was recommended in order to identify and 
ultimately control so-called “latent conditions” (Reason, 1997).  For 
additional information, see the chapters in the section on 
“Macroergonomics and Systems” in this handbook. 
 
In this chapter we shall briefly review (Section 2) the distinction 
between safety culture and safety climate; then (Section 3) we present 
an integrative model of safety culture and safety management 
structure, stressing the link between safety culture and the traditional 
human factors links to organizational factors that influence 
performance and safety outcomes. In Section 4, we discus some 
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different methods and techniques for assessing safety culture and 
climate, and in Section 5 we review a number of criteria that may be 
used to select a survey tool suitable to the user’s specific needs and 
wants. In Section 6 we describe a few illustrative examples of 
assessment, and in Section 7 we summarize some guidelines for using 
the results of assessments. Finally, in the concluding section we 
briefly discuss problems and prospects for use of safety culture 
assessment and future research in this field.  
 
 
2. Safety culture versus climate 
The term “safety culture” is of surprisingly recent origin, having been 
coined in the late 80’s in the aftermath of the Chernobyl nuclear 
accident to characterize a poor and risky mindset among management 
and staff at the nuclear power plant (see chapter on Safety Culture in 
Healthcare in this handbook). The concept and the term quickly 
caught on, not least because it appeared to be a natural focusing of the 
familiar notion of organizational culture.  This well-established and 
broader notion had been in use for some years to characterize the 
shared view of  “how we do things here” in organizations – but with 
no emphasis on safety critical domains. Safety culture was thus 
introduced to connote a set of special aspects of organizational culture 
– namely shared values and attitudes relating to safety. In turn, 
organizational theorists had borrowed the notion of culture from 
anthropology. So it is only natural – though possibly not always so 
productive - that a number of authors feel obliged to seek the roots of 
the concept of safety culture in the anthropological and organizational 
theories of culture (see e.g., Guldenmund, 2000, and Wiegmann, 
Zhang, Thaden, Sharma and Gibbons, 2004 for concise overviews).  
However, the closely related notion of safety climate, introduced by 
Zohar (1980), also refers to attitudes and perception relating to safety. 
Safety climate has been characterized as reflecting the surface 
manifestation of culture: “the workforce's attitudes and perceptions at 
a given place and time.  It is a snapshot of the state of safety providing 
an indicator of the underlying safety culture of an organisation” 
(Mearns, Flin, Fleming, Gordon, 1997).   
 
The distinction between culture and climate is not sharp, but is to a 
large extent related to somewhat different research traditions: culture 
theorists tend to apply qualitative methods and climate theorists will 
typically apply quantitative methods including in particular 
questionnaire survey techniques. The debate about the distinction 
between climate and culture has not been made any clearer by the fact 
that neither notion has anything that looks like a standard definition.  
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(Guldenmund, 2000; Scott et al., 2003b; HSL, 2002; Flin et al., 2000; 
Wiegmann et al., 2004).   
 
 Culture and climate can, however, theoretically be distinguished in 
terms of how stable, tacit and interpretable these shared values, 
attitudes etc. are. Thus, culture concerns shared symbolic and 
normative structures that (a) are largely tacit (implicit, unconscious), 
(b) are largely stable over time, and (c) can be assigned a meaning 
only by reference to surrounding symbolic practices of the cultural 
community. In contrast, climate reflects the largely overt and explicit, 
context dependent, and most directly interpretable manifestations of 
culture and the meaning of its expressions can be compared across 
groups.  
 
One often quoted source for characterization of organizational culture 
is found in the organizational theorist Edgar Schein’s works. Schein 
distinguishes three levels of culture: “basic assumptions”, “espoused 
values” and “artifacts” (Schein, 1985). In table 1 we illustrate (an 
adaptation of) Schein’s three levels of culture, their individual 
characteristics and examples from healthcare. Furthermore, we seek to 
demonstrate at which levels and by which methods culture and climate 
may be recognized (confer Section 4).  
 
 
 
Table 1: Edgar Schein’s three levels of “culture” adapted to medicine 
 
Levels of culture Characteristics Examples in medicine 
Levels of 
interpretation and 
methods 
Artifacts (cultural 
symptoms)  
Visible artifacts, objects 
and behavior; changeable, 
context dependent, but 
often difficult to decipher 
Equipment, procedures, 
communication 
routines, standard 
services, alarms, dress 
code, hierarchical 
structures 
Espoused values 
(and attitudes) 
Official and unofficial 
policies, norms and values 
(in/not in accordance with 
underlying assumptions) 
Mission statement, 
team norms, “Learn 
from mistakes” 
Basic 
assumptions 
 
Unconscious beliefs, 
values and expectations 
shared by individuals 
(taken as given), implicit 
(tacit), relatively 
persistent, cognitive and 
normative structures 
The “Primum non 
nocere” creed, the 
natural science 
paradigm 
Climate / 
Quantitative 
methods 
 
 
 
 
 
 
 
 
 
 
 
Culture / 
Qualitative 
methods 
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In the rest of this chapter, we shall, however, unless precision is 
required, refer to “safety culture and climate”. 
 
 
The contents and variety of issues addressed in both safety culture and 
climate research may be illustrated by the following list of examples 
of factors and dimensions probed in safety culture and climate 
questionnaires (HSE, 1999; Nieva and Sorra, 2003; Guldenmund, 
2000; Wiegmann et al., 2004; Scott, 2003b). 
 
• Learning and reporting of incidents  
• Motivation, involvement and trust 
• Accountability and responsibility 
• Communication and cooperation 
• Safety and production priorities 
• Risk perception 
• Perceptions of performance shaping factors (e.g. fatigue, 
training, human-machine interface design)  
• Management and employee commitment to safety 
• Procedures, compliance and violations 
• Teamwork within and between hospital units 
• Perceived causes of incidents 
• Reasons for not reporting 
 
A widely accepted and often quoted definition of safety culture, 
partially covering the above factors, is one proposed by the Advisory 
Committee on the Safety of Nuclear Installations, UK, [now NuSAC: Nuclear 
Safety Advisory Committee: The safety culture of an organization is the 
product of individual and group values, attitudes, perceptions, 
competencies, and patterns of behavior that determine the 
commitment to, and the style and proficiency of, an organization’s 
health and safety management. Organizations with a positive safety 
culture are characterized by communications founded on mutual trust, 
by shared perceptions of the importance of safety, and by confidence 
in the efficacy of preventive measures (ASCNI 1993). See chapter on 
“Safety Culture in Healthcare” in this handbook for further discussion 
about the notion of safety culture. 
 
 
All hospitals and wards have a safety culture, but some safety cultures 
are stronger and more mature than others. Thus, current theories of 
safety culture hold that the safety cultures of individual organizations 
or units may have different degrees of strength and different profiles, 
and that assessment of the maturity and profile of the safety culture of 
 7 
a given organization provides a useful, perhaps even essential, basis 
for working proactively with safety culture in that organization. 
Accordingly, assessment tools are designed to provide this type of 
basis. 
 
 
3. Models of safety culture / climate 
Having reviewed some concepts of safety culture/climate, we need to 
address the relation between safety culture and other socio-technical 
factors that determine the risk of patient injury. Human Factors has 
traditionally studied how human-machine systems may be designed so 
that people can accomplish their tasks with efficiency and safety. The 
focus has not just been on the characteristics of the staff on the front 
line (skills, competencies and physiological characteristics) and teams 
(coordination, shared situation awareness), but also on how factors 
such as the design of the human-machine interface, the layout of the 
physical work environment, the quality of training and procedures, 
work schedules and fatigue affect human performance (e.g., 
Rasmussen, 1986; Sanders and McCormick, 1993). The factors that 
are known to impact on human performance are usually referred to by 
the umbrella term performance shaping factors (PSFs). Gradually, 
however, PSFs were expanded to include more traditionally 
organizational factors, including management, learning, and 
organizational culture (e.g., Reason, 1997). See chapter on “An 
Historical Perspective and Overview of Macroergonomics” by 
Hendrick in this handbook for a discussion of the system-level human 
factors variables. Finally, it has been argued that we cannot establish 
adequate models of accident causation unless we also take explicit 
account of factors that are outside the control of the individual 
organization and its management – e.g., law-making, market forces, 
public awareness (Rasmussen, 1997; Rasmussen and Svedung, 2000; 
confer Maurino, Reason, Johnston and Lee, 1995).  
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In Figure 1 we depict different types of factors that may determine the 
risk of given tasks. This map of the socio-technical factors (indebted 
to, inter alia, the frameworks of Rasmussen (1997) and Reason 
(1997)), divides the potential causal factors that determine preventable 
adverse outcomes into four groups. The factors referred to as being 
“largely outside organizational control” comprise decisions and forces 
that may have a massive influence on the options available to an 
organization. The most obvious example, of course, will be the 
economic forces that may prompt the organization to realign its 
balancing between productivity and safety. Similarly, the recent 
introduction of mandatory, national reporting systems in 2004 (in 
Denmark and in England and Wales) is imposing major changes to the 
structures and mechanisms for learning from preventable patient 
injury.   
 
In the cluster of factors that are “largely within organizational control” 
we distinguish between safety culture and safety management 
Factors largely within 
organizational control
Technology integration
Human Machine Interaction 
Automation & ergonomics
Procedures / guidelines
Training
Recruitment / selection
Manninng / shif rotation
Resource allocation
Learning: mechanisms for 
reporting, analysis, 
review, feedback & 
dissemination
Change management
Safety Mgm’t Structure
Safety Culture
Managment & staff - norms 
& attitudes involving:
• Leadership commitment
• Motivation / involvement
• Mutual trust, communication
• Risks & safety prioritisation 
• Perf. shaping factors
• Learning / reporting / feedbk
• Responsibilty /accountability
Risk identification
Quality control
Environmental / 
process factors
Incident 
Accident
Frontline staff 
actions: Team & 
individual factors
Factors largely 
beyond organizational
control
Authorities / political 
bodies:
• Laws & regulations, 
(inter)national, local
State of knowl. of target 
processes (diseases)
Technical maturity of 
control options
Operator/owner req’s
Competition
Insurers / market
Labour market
Unions
Professional societies
Nature of production: 
• disease profiles
• patient population
• therapeutic options
Patient requirements
Society at large: 
• the press
• public perceptions
Figure 1: Model of Performance Shaping Factors – cultural and socio-technical – that 
may have an impact on patient injury risk 
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structure (Hale, 2000). While tightly related, culture and structure are 
nevertheless quite distinct. Structure is the object of investigation 
when a safety audit or an accreditation review is made. An audit 
“determines whether there are policies, plans and procedures, whether 
responsibilities are allocated and communication channels exist and 
operate, whether risk assessment takes place, design solutions are 
implemented and monitoring, feedback and learning systems are in 
place” (ibid., p. 6). Tools to investigate structure shall tell us whether 
mechanisms are in place and working (Phillips, 1999). Tools to 
investigate culture and climate shall tell us whether management and 
staff attitudes and perceptions are such that they are disposed to act 
safely. We may expect that the quality of the safety management 
structure is correlated with the maturity of the safety culture and 
climate – i.e., we should expect that if the mechanisms are in place 
and working well, then the safety climate is good.  Yet, there are 
examples from industry that show comparable organizations, which 
apparently have the same safety management structures and yet 
exhibit significant differences in safety climate and safety outcomes 
(Andersen et al., 2004; Itoh et al., 2004).   
 
The mechanisms involved in safety management structure may be 
distinguished into those that operate as first-order delivery systems 
and those that operate as higher-order or “reflective” ones. The first-
order structural mechanisms control the processes of healthcare 
delivery (training, procedures etc) and therefore embody the 
performance shaping factors that are under organizational control. In 
contrast, the higher-order mechanisms aim to control the adequate 
functioning of the former, and they, therefore, include learning 
(incident reporting) and change management, including continuous 
quality control optimization.  
 
In Figure 1 we have mapped two additional groups of factors that 
determine risk and possibly the difference between an accident and no 
accident: ‘Environmental/process factors’ refer to physical conditions 
and patient conditions (underlying disease, patient characteristics). 
Finally, ‘individual and team factors’ comprise personal and team 
characteristics that are, to some extent, of course, shaped by 
organizational decisions (such as skill levels, motivation, 
involvement), but they also include factors, that in principle and in 
practice, are beyond organizational influence, e.g., – personal 
problems, personalities, and indisposition.  
 
Having reviewed the relationship between safety culture factors and 
other factors that determine patient safety, we will now describe 
methods and techniques that are dedicated to measuring safety culture. 
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4. Methods to assess safety culture and climate 
In social research there is a – not too sharp, but still basic - distinction 
between qualitative and quantitative methods; and similarly, we 
should classify methods of assessing safety culture and climate into 
these two groups. In general, qualitative methods are used when the 
sense of the acts and utterances of the subjects studied must be 
interpreted (Taylor, 1986), and the qualitative assessment methods 
that are most often used to study work practices include in-depth 
interviews, semi-structured interviews (staff and management), focus 
group interviews, field studies or observations. Quantitative 
approaches will seek, first, to operationalize and, second, to 
numerically measure safety culture and climate aspects; therefore, 
quantitative assessment methods will typically expose subjects 
(respondents) to the same set of cues (question items or vignettes) and 
collect subject responses in terms of fixed response options.  Each 
type of approach has advantages and disadvantages, and many 
researchers will frequently combine both approaches – for instance, 
conduct interviews in order to prepare a questionnaire or, after a 
survey, elucidate the reasons for subjects’ responses.  
The strengths and weaknesses of the two approaches in successfully 
uncovering organizational culture are continually being debated 
(Ashkanasy, Wilderom & Peterson, 2000; Schein, 2000). Here we 
shall briefly describe some of the most often used methods of the two 
approaches. 
 
Safety culture / climate questionnaire survey 
Safety climate / culture questionnaires are tools for measuring safety 
culture in organizations operating in safety critical domains. 
Developers and users of questionnaires will seek to identify the level 
and profile of safety culture in a target organization and possibly in its 
groups through elicitation of employee views and attitudes about 
safety issues. In particular, emphasis is assigned to the perception of 
employee groups regarding their organization’s safety system, their 
attitudes to and perceptions of management and, more generally, 
factors that are believed to impact on safety (confer Section 3). 
Respondents are provided with a set of fixed response options, often 
in terms of rank based responses on a Likert-type response scale. It is 
not uncommon to include in questionnaires open-ended questions that 
prompt respondents to provide responses in their own words, and thus, 
qualitative data of this type must be interpreted and possibly 
categorized by the researchers.  
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Just as there are variations in the themes and dimensions included by 
different theorists under “culture” and “climate”, there is, in similar 
vein, only moderate consistency – though some overlap is typically 
found - across different safety climate/culture survey tools in the 
dimensions they cover (Collins & Gadd, 2002). Several attempts and 
suggestions have been made to identify emerging themes (Flin et al., 
2000; Wiegmann et al., 2004) for a common classification system to 
reduce the general number of dimensions (Guldenmund, 2000). 
Dimensions are either determined a priori (e.g. reproduced from 
previous questionnaires) or through survey iteration and refinement of 
items and dimensions. Dimensions are validated statistically using a 
measure of reliability (Cronbach’s alpha) and some form of multi-
variate statistical method (e.g., factor analysis or principal component 
analysis). Still, not all questionnaires are validated statistically. It is 
important, however, to note that even though it is possible to make a 
statistical evaluation of the identification of dimensions, the labeling 
of these will always remain subjective.  
 
Focus group interviews   
This type of interview normally involves 5-8 interviewees and a pair 
of interviewers. The interviewers ask the interviewees to react to a few 
open ended, related issues. The aim of focus group interviews is to 
establish an informal forum where the interviewees are invited to 
articulate their own attitudes, perceptions, feelings and ideas about the 
issues under scrutiny (Kitzinger, 1995; Marshall & Rossman, 1999). It 
is a strength of the focus group interview that themes, viewpoints and 
perspectives are brought up, which might not otherwise have been 
thought of. It is important to promote a free exchange of viewpoints 
among the interviewees, and this is most often done using a prompting 
technique that resembles semi-structured interviews. A semi-
structured interview is characterized by the use of an interview guide 
structured by clusters of themes that may be injected with probes. The 
role of the interviewer is to usher the interviewees through the selected 
themes and, importantly, to ensure that all participants get a chance to 
voice their opinion and that no single person gets to dominate the 
others. Focus group interviews can be especially helpful when 
developing questionnaires, because they provide the researcher with 
perspectives and views - and even terminology and phrases - related to 
themes that might otherwise be missed. In addition, these interviews 
also work very well as follow up on results from a survey, providing 
the researcher with “reasons” and background for the data collected. 
The focus group interview is ideal for employee groups, whereas the 
management group might be too small or too hierarchical to lend itself 
to this type of interview. Therefore, upper management 
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representatives will, therefore, often be asked to participate in semi-
structured interviews (one or two interviewees).  
 
Critical Incident Interview Technique (CIT) 
Another interview technique often used when studying Human Factors 
issues in safety critical domains is the Critical Incident Technique 
(CIT) (Flanagan, 1954; Carlisle, 1986). While the semi-structured 
interview is meant to draw a wide and comprehensive picture of the 
operators' attitudes and values, the CIT focuses on the operators’ 
narratives about specific incidents or accidents in which they 
themselves have been involved. They are asked to recall a critical 
incident and talk about what happened; how they reacted, what the 
consequences were to themselves, to others or to their work 
environment, what went well and not so well, and what they or others 
might have learned from the incident. In particular, interviewees are 
asked to recall and recount the precursors - the contributing and 
possibly exacerbating factors behind the event – and factors that, if in 
place, could have contributed to resolving the incident. This technique 
is highly useful for identifying human factors issues, to understand 
and provide a basis for possibly planning a change of the 
“performance shaping factors” – e.g., procedures, training, team 
interaction guidelines, human-machine interfaces and workplace 
redesign. Thus, when a number of interview persons have offered their 
recalls of specific incidents, the data may reflect strengths and 
weaknesses in the current safety culture and climate.  
 
For each of the methods described results may be used in accordance 
with each of the five goals behind assessment efforts described above 
(Section 1). For instance, data from interviews and/or a questionnaire 
survey may be used for different purposes. They will, however, nearly 
always be used diagnostically to profile the strong and weak points of 
the target groups, and thereby provide a basis for considering options 
for addressing weaknesses (confer Section 8). 
 
Some authors believe that questionnaires are unsuitable to fully 
uncover culture. For instance, Schein argues that it is only through 
iterative in-depth interviews that values and assumptions of 
organizational members may be revealed, and that it is doubtful 
whether questionnaires may be capable of exposing values and hidden 
cultural assumptions. According to Schein (2000) ”Culture 
questionnaire scores do correlate with various indexes of 
organizational performance, but these measures are more 
appropriately measures of climate than of culture”. While most will 
agree that questionnaires are best suited to elicit (explicit) attitudes 
and perceptions – and therefore climate – not everyone will agree that 
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climate measures cannot illuminate culture. Indeed, to the extent that a 
successful factor analysis may identify underlying factors behind overt 
responses to items that might not, on their surface, appear similar, this 
type of approach can be said to uncover normative or attitudinal 
structures. 
 
When one has to choose among methods of assessment, one may wish 
to consider that culture can have several levels of expression within an 
organization, and each method has strengths and weaknesses. If the 
aim is to obtain a comprehensive picture of the organizational culture, 
one should preferably apply both quantitative and qualitative methods. 
If resources are scarce and the aim may be solely to provide an 
empirical basis for planning and selecting a limited set of 
interventions or revisions of safety management mechanisms, it may 
not be practical to aim for a comprehensive picture of the safety 
culture. Considering the resources and possibly the time available, the 
potential user should try to choose the method according to the overall 
safety aims behind the study under consideration as well as any 
available prior knowledge. For instance qualitative methods are not as 
easily adopted without prior knowledge or experience, as is the case 
with quantitative methods, where guidelines for use often follow the 
tools available. Additionally quantitative results can be benchmarked 
with other departments and hospitals, and be repeated to detect the 
effects of interventional programs. 
 
Finally, though the topic of this chapter is on safety climate and 
culture with a focus on quantitative methods, it is important to 
emphasize that culture and climate cannot fruitfully be investigated 
unless the structure of the safety management system is taken into 
account. If a given group turns out to nourish negative perceptions of a 
given structural mechanism and the practices surrounding it – for 
instance, the reporting of incidents – it can be argued that the threat 
posed to patient safety lies not with the perceptions per se but, rather, 
with the fact that the procedures, mechanisms and practices for 
reporting are possibly lacking (confer Section 3).  
 
 
5. Requirements and qualities of safety culture/climate tools 
There are a number of quality requirements for questionnaire tools 
that should be considered when selecting a safety climate tool for a 
given application. In the following we refer to these requirements as 
“selection criteria”. Generally speaking, the requirements contained in 
these criteria raise issues about whether a given tool: can be used to 
measure what it intends to measure (content validity), correlates with 
safety performance (discriminant validity, external validity), yields 
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consistent results (reliability), covers the safety culture dimensions 
that the user want to have covered (relevance and 
comprehensiveness), is practical to administer (usability), is culturally 
referenced and tested in environments demographically and culturally 
much different from the user’s  (universality) and is targeted at the 
user’s respondent groups (group targeting).  
 
These selection criteria are described in more detail below. It is 
worthwhile pointing out some of these criteria have to be balanced 
against each other: for instance, no tool can be rated highly on both 
comprehensiveness, validity and practicality, since the more 
comprehensive it is with respect to themes it covers, the more items it 
must include and, therefore, the lower it will score on usability.  
 
1. Validity.  The issue of validity concerns whether the tool may 
successfully be used to measure what it is supposed to measure. There 
are four levels of validity that are relevant:  
• Pilot testing. A pilot test will serve to identify items that are 
ambiguous, hard to understand or are understood in ways that 
differ from what the developers had in mind. No questionnaire 
should be used as a survey instrument unless it has been 
thoroughly pilot tested.  
• Consistency (inter-item reliability). A questionnaire 
containing items purporting to probe a number of different 
underlying factors or dimensions should be tested for internal 
consistency. Internal consistency means that the items that 
address the same underlying factor correlate with each other. A 
widely used measure of this is Cronbach’s alpha (Pett, Lackey, 
Sullivan, 2003). A high value of internal consistency does not 
ensure that the purported factor may not consist of sub-factors 
(to be determined by various factor analysis or, in general, 
multi-variate methods). 
• Criterion validity (a) – self-reported safety performance.  
By measuring external validity by reference to self-reported 
incidents, the researchers will obtain a measure of the extent to 
which the attitudes and perceptions that are elicited correspond 
to (a subjective measure) of safety performance. This is a 
common means of validating safety climate tools for industrial 
applications (Cooper, 2000; Gershon, et al., 2004).  
• Criterion validity (b) – safety performance. To test this type 
of validity it is necessary to obtain data about independently 
assessed safety performance of the organization or units 
surveyed. At the same time, this is the ultimate test of the 
usefulness of a safety climate tool as an instrument to 
differentiate between cultures and climates that correlate with 
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patient safety. It seems no health care safety climate survey 
instruments (so far) has been validated in this sense of 
validation. However, validations have been made in other 
domains with safety climate survey instruments (Itoh et al., 
2004; Andersen et al., 2004). 
 
2. Reliability: This means that the survey tool will yield the same 
result if the same population is surveyed repeatedly (with the same 
techniques and in the same circumstances). In practice, this is often 
impossible to establish, since attitudes and perceptions are liable to 
change over time. A useful version of the requirement of reliability 
concerns internal consistency (which we have categorized as validity 
of level two, above). When a tool has passed a thorough pilot-testing 
phase and has been validated in terms of internal consistency, it is 
likely that it is reliable.  
 
3. Relevance and comprehensiveness. We deal with these, in 
principle, distinct qualities at the same time. Relevance refers to 
whether a tool seeks to measure the important – or the relevant – 
dimensions of safety climate. Comprehensiveness refers to the extent 
to which the tool covers all the (relevant) dimensions.  
 
4. Practicality refers to ease of use with which a given tool may be 
administered and it includes considerations of length and the time that 
respondents require to complete it. Also relevant in this respect are 
considerations about statistical analysis of results. 
 
5. Non-locality. This refers to the universality or possible cultural bias 
of a tool: is it tied to a specific regional or national culture? Users who 
consider using a questionnaire developed and tested within their own 
national or ethnic culture need not worry about this requirement.  
 
6. Job orientation & setting. This refers to the types of staff for 
which the tool has been designed and tested (nurses, hospital 
physicians, pharmacists, etc). It also refers to the setting for which the 
tool is developed: is it for healthcare or is it developed for another 
domain? Questionnaires will often require considerable adaptation 
when they are transferred across work domains. 
 
7. Documentation. This refers to the documentation that is available 
about a given tool: whether there are sources availability that 
describes the tool in terms of the above selection criteria as well as the 
history of its development and use. 
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6. Examples of assessment tools for measuring safety culture and 
climate in healthcare 
In this section we review some assessment tools in order to illustrate 
the variety and scope of these to measure safety culture and climate. 
(More extensive overviews of assessment tools and recommendations 
for their use of are contained in the review articles listed in the 
appendix). The tools have been chosen to illustrate the requirements 
and criteria described in Section 5.  In the selection process we applied 
two overall requirements: 1) proven validation of at least level two; 
pilot tested and tested for coherence, and 2) development for and 
application in healthcare.    
 
In table 2 we outline the general objective, content and construct of 
the tools, the types (professional groups) of healthcare personnel 
assessed, the dimensions covered, validation status and availability. In 
table 3 we assess and evaluate the strengths and weaknesses of the 
tools in terms of the overall requirements and discuss their 
applicability.  
 
Table 2 and 3 can be found on page 26 & 27 respectively. 
 
Overview of the tools 
The Stanford/PSCI Culture Survey (Singer et al., 2003) is a good 
general tool to assess safety culture/climate across different hospital 
settings and personnel.  
 
In general, the Safety Climate Survey  (Institute of Healtcare 
Improvement [IHI], 2004) is easy to use, making modest requirements 
on staff time to fill in their responses. The instrument has been tested 
in many countries, the authors note. It is not comprehensive, however, 
leaving out a number of potentially revealing dimensions. It would be 
a sensible choice if the user wants a tool that imposes few demands on 
staff’s time and to track changes over time.  
 
The 20-item safety climate scale (Gershon et al., 2000) seeks to derive 
safety climate measures to a specific hospital setting; care workers at 
risk of bloodborne pathogens exposure incidents, which distinguishes 
it from most of the other climate survey tools. As a consequence it 
would require considerable efforts to adapt it to healthcare settings 
different from their target environment. The tool illustrates the 
possibility of creating and validating a specialized tool for measures of 
safety climate.  
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The Hospital Survey on Patient Safety Culture (Sorra & Nieva, 2004) 
is a good choice for a comprehensive measure of climate and culture. 
It has strong content validity, is well structured, and since it also 
considers outcome measures it facilitates an external (criterion) 
validation. One of the objectives of this tool is to provide feedback to 
staff to strengthen awareness of patient safety and the importance of 
reinforcing a positive culture. We find this to be the tool of choice if 
the user wants to establish a basis for planning an intervention 
program. 
 
The tools included in this overview all aim at measuring safety climate 
or culture, but they differ in their focus and comprehensiveness as 
shown in Table 2 and 3. Since the Stanford/PSCI Culture Survey and 
the Hospital Survey on Patient Safety Culture are directed at a broad 
range of specialties and work settings, the questions (items) will 
necessarily be more general and less task focused than the The 20-item 
safety climate scale, which is guided by questions related to the 
specific safety measures of the target staff. A comprehensive tool, 
however, like the Hospital Survey on Patient Safety Culture, has a 
greater potential for revealing possible focus points for an 
interventional program compared to a short questionnaire like the 
Safety Climate Survey, which is limited in its scope and liable to be 
less precise capturing the actual problem areas. Still, shorter 
questionnaires are obviously more suited for making quick and 
repeated measures of safety climate, and they may also increase 
response rate (Edwards et al. 2002), reducing a potential bias in the 
data acquired. 
 
 
Additional considerations when conducting surveys  
There are several things to consider when choosing a tool. The user 
should be clear about the focus and objectives of the assessment 
(Section 1) and the resources required. This includes the time 
individual respondents need to fill in their questionnaire, resources for 
data collection, entry, analysis, interpretation, reporting, and – 
importantly - feedback to management, safety managers and staff. The 
work needed to make a useful and successful survey should not be 
underestimated, but experience quickly accumulates and the second, 
third etc. survey will be much quicker to run. It is therefore useful to 
seek collaboration with researchers or consultants. Researchers who 
have developed a survey tool may frequently have a scientific and 
personal interest in providing their tool free of charge in exchange for 
obtaining more data and possibly get a chance to perform comparisons 
between organizations and/or countries. For instance Andersen, 
Madsen, Hermann, Schiøler and Østergaard (2002) developed a 
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questionnaire for the Danish Ministry of Health in 2001, which has 
subsequently been translated and applied in several countries. (Itoh, 
Andersen, Madsen & Abe, forthcoming).  
 
For healthcare staff it will probably be most relevant to run a self-
administered survey  (and not a phone interview or personal interview 
survey). Web based tools may be a possibility, though availability of 
web-linked PCs and staff familiarity with IT should be considered. 
Carayon and Hoonakker (2004) have reviewed studies that have used 
mail surveys and different forms of electronic surveys, summarizing 
advantages and disadvantages and what to consider when choosing a 
survey method. Key findings show that mail surveys tend to lead to a 
higher response rate than electronic survey (but Web-based ones are 
getting better results), whereas the latter tend to yield more completed 
questionnaires, greater likelihood of answers to open-ended questions 
and in general a higher response quality. In addition, electronic 
surveys are of course much easier and cheaper to administer.  
 
Involvement of key stakeholders is the key to obtaining a high 
response rate from all relevant groups, which, in turn, is necessary to 
reduce the risk of bias. A low response rate (50% or less) will 
necessarily invite speculation that respondents may not be 
representative of the target group. In our experience, most people want 
to know what the survey will be used for and they want to receive firm 
assurances about anonymity. This also means that respondents may be 
reluctant to supply potentially revealing demographic information 
(e.g., age, position, department, length of employment in current 
department). It might, though, be helpful if the survey is administered 
by an independent, reputable research or survey organization that 
issues guarantee that data will only be reported to the host hospital and 
the departments at an aggregate level. Even when staff is encouraged 
to fill out questionnaires during working time, they may often not feel 
they can take the time to fill out the survey. Finally, management and 
department leaders may feel that some items get “too close” and that 
the survey invites respondents to criticize their superiors. All of these 
considerations make it necessary for a local survey leader to obtain 
explicit support from management, local leaders and employee 
representatives.  Low response rates are not uncommon.  For instance 
Singer et al. (2003) report a response rate of just 47.4%. Andersen et 
al. (2002) similarly obtained a response rate of just 46% for doctors 
and 53% for nurses (total of 51%). On the other hand, other surveys in 
healthcare have obtained quite high response rates. For instance, Itoh 
et al.’s (2004) survey of Japanese healthcare staff had a rate of 91%. 
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7. Using results from safety culture surveys 
In the introduction we mentioned five purposes for using safety 
culture assessment: profiling or diagnosing safety culture, raising 
awareness; measuring change, possibly in relation to an intervention 
program; benchmarking against comparable units and organizations; 
and finally as part of an audit or accreditation program. In this section 
we focus on how results from safety culture assessment can be used to 
diagnose, raise awareness and prepare interventional change to 
improve safety culture and practice. 
 
Within organizational theory there is an ongoing discussion of 
whether culture is something an organization has or is  (Scott, 1998). 
Even though the discussion may be theoretical, the implications are 
that if an organization is culture, it cannot be changed, whereas if 
culture is something the organization has, it can be shaped and 
managed. The use of safety culture assessment tools is based on the 
idea that organizations have a safety culture, and that the culture (to 
some extent) can be shaped, managed and is malleable when exposed 
to intervention. To change culture can be difficult and take time, 
whereas safety climate is more easily manipulated (confer Section 2). 
An illustrative example of successfully managed change of culture 
was reported when the Danish Air Traffic Control of Copenhagen was 
able to change the safety culture of the organization within less than 
one year (Nørbjerg, 2003). The change was prompted by, first, the 
introduction of a new law that guaranteed strict confidentiality for 
controllers who reported incidents and, moreover, made it illegal to 
use any information thus collected for disciplinary and punitive 
reasons (so, the police, courts, the press and the public have no access 
to individual reports). Second, when the new law on reporting was 
introduced, management and controller representatives implemented 
an intensive campaign to encourage reporting and learning. The 
transition has apparently succeeded (ibid.), changing the culture from 
a punitive non-reporting to a non-punitive and learning culture. Thus, 
the “basic assumption” (in Schein’s sense – confer Section 4) that 
“you may talk with colleagues about an incident, but you do not write 
a report about it unless you are required by the pilot to do so” was 
changed to “if you have an incident you should write about it for the 
sake of your colleagues”.  
 
Schein (2000) has argued that it is not possible to create a climate of 
openness, if history has shown that messengers are “shot” for bad 
news or making mistakes, and that such changes can only be brought 
about by modifying “basic assumptions”, which at best will be a long 
term endeavourer. In many cases this would probably hold true, 
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because change programs often are implemented without regard to the 
underlying assumptions or non-functioning artifacts existing in the 
organization. The example, however, just given shows that changes in 
artifacts and shared values can in fact change basic assumptions, 
which means that it is possible to change culture, even by structural 
means. (See Madsen (2002) for a short description of the problematic 
safety culture and barriers towards reporting of an ATC center prior to 
a major structural change involving new legal and administrative 
procedures as described in the previous paragraph). 
 
 
Most survey instruments make no attempt to uncover “basic 
assumptions”; and even when they do, safety culture assessment tools 
will not be able to capture the nature of a professional culture in any 
detail. For a discussion of professional medical culture, see the chapter 
by Smith and Bartell on “The Relationship between Physician 
Professionalism and Health Care Systems Change” in this handbook. 
Still, such tools can be used to show how different groups react to and 
think about safety issues and about factors that impact on safety. 
Moreover, some survey instruments have succeeded in identifying 
what may be regarded as basic assumptions, using multi-variate 
statistical methods techniques such as principal component analysis. 
For instance, Itoh, Andersen, Madsen and Abe, forthcoming) identify 
two underlying factors describing reasons for not reporting adverse 
events and mistakes among hospital staff.  
 
Assessing safety culture is a process that can contribute to a positive 
change in culture, and from which the first results  – if used well – can 
be the beginning of a path of continuous patient safety improvement. 
 
Different stakeholders may have different – and sometimes conflicting 
- interests in the knowledge that is acquired from safety culture 
assessment. The question, therefore, is how and to whom survey 
results should be conveyed and for which purpose? It is possible and 
often relevant to use results at the hospital, the department and ward 
level. For instance, results may be used locally to address poor levels 
of safety culture for certain areas; to help staff better understand the 
mechanisms of safety practice; to facilitate the development of 
concrete and specific safety practices; or to benchmark one’s own 
department and track changes over time. However, when preparing 
presentations of results to individual departments (or hospital 
management teams) it is useful to prioritize among these options 
before proceeding. 
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Whatever the purpose of the survey one should expect some 
resistance. If assessments are capable of distinguishing individual 
units and make comparisons across them, it is not uncommon that 
local leaders will be hesitant in participating or taking the results 
seriously. They may find their authority threatened and they may be 
well aware that safety culture is still a somewhat vague and intangible 
phenomenon. Equally, some units may find it stigmatizing and 
threatening to be defined as having an “immature” or a “relatively 
negative” safety culture, whereas others will welcome the results, even 
when they are negative. Others will, however, find them much too 
“qualitative”, and will refuse to take seriously anything that bears little 
resemblance to scientific “evidence” of healthcare delivery quality.   
 
People who are responsible for conducting and presenting results from 
safety culture assessments should be prepared for such quite different 
reactions. It is especially important to demonstrate understanding 
towards those who do not embrace the results or the changes that 
follow from assessment. Much resistance, however, can be avoided by 
clearly communicating the purpose(s) of the assessment. 
 
There is no single, optimal way of using survey results for preparing 
and implementing changes; but there are several heuristics and 
theoretical frameworks that are useful for guiding change. Inspired by 
frameworks such the one by Kotter (1995) we illustrate an eight-step 
process for using and managing change based on results from safety 
culture assessment. 
 
1. Establish a sense of urgency. 
Employees will be motivated only if they find the change necessary. It 
is important to convey survey results to staff to initiate an 
understanding for improvement and change. Sometimes survey results 
are shown only to top management – this is a grave mistake. Use the 
survey results as a point of departure and as a basis for dialog, 
reflection and constructive discussion; does staff agree or disagree 
with the results, why and why not? What should be the consequences 
of the results, and which changes should be initiated?   
 
2. Form a powerful guiding coalition. 
Get key persons or opinion leaders involved and engaged in taking 
part in the planning for actions to improve patient safety. Management 
commitment and trust are of course central throughout the process.   
 
3. Create a vision. 
Focus on what the aim of change is, making the aim guide – rather 
than having the change direct the focus. The strategy should ensure 
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that the aim is focused. Do not initiate too many changes at the same 
time. Even though results show many safety cultural dimensions that 
deserve to be improved, it is important not to be too ambitious, but 
focus, instead, on key elements for improvement. For instance, 
practices will be more easily changed than norms and values, and 
“articulating new visions and new values is a waste of time if these are 
not calibrated against existing assumptions and norms” (Schein, 
2000). Make sure that the organization is not undergoing other major 
changes at the same time – since employees will easily be 
overwhelmed by too much simultaneous change.  
 
4. Communicate the vision of change. 
Use all channels to communicate the new vision and strategy: in 
groups and units, newsletters, posters, etc. It is essential for the 
process that staff understands the purpose of change.  
 
5. Empower others to act on the vision. 
Get rid of barriers against change. Change necessary systems or 
structures. As James Reason has noted (1997), “you can not change 
the human being but you can change the conditions under which they 
work.” Welcome untraditional ideas and actions and use your positive 
survey results to engage and rebuild. Ask how we can use our 
strengths to overcome our weaknesses? 
 
6. Plan and create short-term successes. 
Generating short-term success is important for continuous motivation, 
as well as recognizing and rewarding those who made the changes 
possible. 
 
7. Consolidate improvements and produce continued change. 
The biggest mistake is too early to believe the vision has succeeded. 
The results and effects of the cultural change need to be consolidated 
to avoid old traditions to reappear. Visible successes will make it more 
credible to implement further changes, such as employing new 
personal, or promoting and training employees to implement the 
sought changes.  
 
 
8. Institutionalize new approaches  
Make efforts to create new and safer work methods and practices 
within the culture. Not before all changes are accounted for and 
consolidated into social norms and values is it possible to speak of 
successfully achieving the vision. It takes time, and there is a constant 
danger of falling back into old traditions and customs, which can be 
very strong and, arguably, especially so in healthcare. If one seriously 
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seeks changes, then resources and continuous improvement are needed 
as well as continuity in management. It is important that management 
communicates the relation between the improvements, actions and 
attitudes and the effects of these on patient safety culture.  
 
Nieva & Sorra (2003) suggest that action-planning sessions are most 
successful when using trained line managers rather than top 
management or external experts. Ultimately, busy professionals such 
as doctors and nurses may have a low degree of tolerance for naïve 
and inexperienced facilitators. It is important, therefore, that change 
processes are carefully planned and facilitated, either with 
professional guidance or trained in-house personnel.  
 
As a final point, let us repeat that performing safety culture 
assessments periodically is an effective means of tracking changes, 
possible improvements or degradations. Results can be used to 
measure improvements, review practices and discuss the direction of 
further improvements. Though self-evident, it should be noted that if a 
culture is very positive from the outset, it might be difficult to track 
significant changes over time, whereas a lesser positive culture has a 
greater potential for change.  
 
 
8 Problems and prospects – future directions 
In this chapter we have focused on the background for, requirements 
to and examples of safety culture assessment tools, but have touched 
only briefly upon some of the problems of carrying out successful 
assessment. The state of the art is far from perfect, and there are a 
number of issues that need to be addressed in future developments in 
this area. Here we single out five areas that, we believe, will be the 
focus of much further research and development. 
 
First, so far, there is some amount of vague agreement about the 
factors (dimensions, scales) that underlie safety culture and climate.  
Most authors do agree that leadership commitment and involvement, 
and learning and safety prioritization vis-à-vis production pressure are 
essential elements (Flin et al., 2000; Guldenmund, 2000; Wiegmann et 
al., 2004). But beyond this there is at present little sign of a 
convergence of opinion. Moreover, there are no generally accepted 
models of how individual candidate factors may influence each other 
– except agreement that leadership is a primary driver.   
This leads us immediately to the second area in which we suggest that 
research and development are urgently needed, namely validation of 
candidate factors against actual safety performance (i.e., criterion 
validity – confer Section 5 - held up against either self-reported 
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outcomes or independently estimated preventable adverse outcomes). 
Thus, the requirements for an evidence-based test of whether a 
presumed safety cultural factor is in fact related to patient safety is 
easy to describe but hard to carry out. Any such test must demonstrate 
that otherwise comparable units (comparable in terms of the potential 
confounders: e.g., patient profiles, stage of disease when admitted, 
therapeutic regimes, staff skills and experience, and, most importantly, 
resources) turn out to correlate in terms of safety culture factor 
measures and preventable patient safety outcomes. For instance, the 
recent Canadian study of adverse events (Baker, Norton, Flintoft, 
Blais, Brown, Cox, et al., 2004) showed that teaching hospitals have a 
significantly higher rate of adverse events - but not preventable 
adverse events. So far, it seems that no study has combined results 
from the considerable efforts devoted to developing quality indicators 
(Mainz, 2003) with the development of criterion-based safety culture 
factor identification.  
  
A third, and closely related area of development is the combination of 
safety culture assessment with assessment of the safety management 
structure (Section 3). Safety management mechanisms define the 
policies, plans and procedures of an organization and the routines and 
responsibilities for their realization. They are tightly related to the 
norms, attitudes and perceptions of staff members, but there is no one-
way causation: structure will impact on culture, but safety cultural 
forces (internal to the organization or unit) will of course often 
produce a change in structure. There is something artificial and 
incomplete about assessing safety culture independent from structural 
mechanisms: if perceptions are negative, they might be “valid” and 
reflect a poor delivery system or a poor implementation of this. We 
believe, therefore, that one of the significant ways forward for 
developing and applying successful safety culture assessment is to link 
it to safety management reviews (audits and accreditation efforts). 
 
A fourth area for development is to include the patient perspective into 
culture assessments. Hospitals in the 21st century are forced to have a 
more open perspective in terms of patients and other stakeholders, 
since they depend more and more on their demands. Patients are 
unavoidably, the most important stakeholders in improvements of 
safety; and there is a growing call for openness, honesty and disclosure 
of errors (Cantor, 2002; Hébert, Levin and Robertson, 2001). If a 
hospital has a bad reputation, patients will not hesitate to find another. 
Future assessment tools should seek to include patients’ experiences, 
perspectives and attitudes towards healthcare. Klingle, Burgoon, Afifi 
and Callister (1995) point out that most patients should be viewed as 
part of the organization, and therefore should also participate in 
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assessing the safety climate. They also note that patients are 
surprisingly good at assessing the climate. We recommend, therefore, 
developing tools that are able to assess climate from all relevant views 
– management, staff and patients. Healthcare professional’s views of 
what patients want and expect may differ from what patients 
themselves indicate (Hingorani, Wong &Vafidis, 1999; Gallagher, 
Waterman, Ebers, Fraser & Levinson, 2003). Among the measures of 
the quality of clinical performance one can find process measures of 
patient satisfaction and trust in quality of care. Patient satisfaction 
surveys focus on issues such as patients’ perceptions of information 
received, being listened to by staff, explanation of care, diagnosis and 
therapy, involvement in decisions about care, respect for dignity and 
privacy, and wait times, discharge  (e.g., Cohen, Forbes & Garraway, 
1996; Idvall, Hamrin, Sjöström & Unosson, 2002; Jung, Wensing, 
Olesen, & Grol, 2002; Jenkinson, Coulter & Bruster, 2002). So far, 
few patient satisfaction survey instruments have included items about 
patients’ possible experiences of mistakes, their trust in having adverse 
events disclosed (see Freil & Gutt, 2004). We believe that it will be  a 
useful extension of traditional safety culture and climate survey 
methods to capture patients’ views on trust and openness (see Klingle, 
Burgoon, Afifi & Callister, 1995, for one such attempt). 
 
The final and fifth area that we wish to identify as requiring additional 
research and development efforts concerns the application of culture 
assessment results for improvements. This has two aspects. First it 
would be somewhat useful to have (at least experience-based) 
guidelines for translating assessment results into recommendations for 
selecting and prioritizing among possible interventions. But perhaps 
more importantly, there is currently little systematic, general evidence 
that will tell users of assessment results which types of interventions 
will have the greatest intended effects. There is, therefore, an urgent 
need for collecting, classifying and comparing intervention program 
results, to provide safety managers at both hospital and department 
levels with a basis for selecting among the vast set of options. 
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Appendix: An overview of three review articles of safety culture 
assessment tools and their recommendations 
 
Gershon et al. (2004): Measurement of organizational culture and 
climate in healthcare. 
Aim: Instruments are described and characterized in order to reveal 
the implication for nurse administrators (but can easily be used by 
administrators as such).  
Types and amount of tools assessed: Review of 12 instruments – that 
may have applicability in measuring organizational constructs in 
health care settings. Focus on global measures of culture and climate.
  
Conclusions and recommendations: Provides guidelines for measuring 
organizational constructs in healthcare. Limitations: search strategy 
may have missed some information – the authors make reference to 
Scott et al. 2003b that have identified other instruments. 
Recommendations: (1) adopt and consistently use uniform 
terminology; (2) guide all health services organizational studies with a 
theoretical framework that can be tested; (3) apply standard and 
psychometrically sound instruments, possessing content, face, 
criterion, and construct validity; (4) ensure that all measures be as 
specific and targeted as possible; (5) apply high-level statistical 
analysis where feasible; including path analysis and multiple 
regression to verify the relationship between culture, climate and 
various outcomes. 
 
Scott et al. 2003b: The quantitative measurement of 
organizational culture in health care: A review of the available 
instruments  
Aim: To review the quantitative instruments available to health 
service researchers who want to measure culture and cultural change.
  
Types and amount of tools assessed: 13 tools; 9 with track record in 
health care organizations; four with potential for use in health care 
setting.  
Conclusions and recommendations: A range of instruments with 
differing characteristics are available to researchers interested in 
organizational culture, all of which have limitations in terms of scope, 
ease of use, or scientific properties. Recommendations: Choice of 
instrument should be determined by how the research team 
conceptualizes organizational culture, the purpose of investigation, 
intended use of the results, and availability of resources. 
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Guldenmund, 2000: The nature of safety culture: a review of 
theory and research  
Aim: Main emphasis is on applied research in the social psychological 
and organizational psychological traditions the assumption of which is 
that a large group of organizational cultures can be described with a 
limited number of dimensions.  
Types and amount of tools assessed: 16 questionnaires, none of them 
targeted specifically for healthcare.  
Conclusions and recommendations: Safety climate might be 
considered an alternative safety performance indicator and that 
research should focus on its scientific validity.  
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Resume: 
 
Dette er hovedrapporten (resultater og analyser) af et samarbejds-projekt mellem 
Frederiksborg Amts Sundhedsvæsen (FAS) og Forskningscenter Risø med det 
formål at få større viden om og indsigt i sikkerhedskultur i forbindelse med 
rapportering, gennem spørgeskema-undersøgelsen ”Sikkerhedskultur på sygehuse” 
foretaget i henholdsvis juni 2003 (før) og januar 2004 (efter). (De deskriptive 
opgørelser af responsdata er indeholdt som appendiks (80 sider) til denne rapport 
og kan hentes på følgende adresse: www.risoe.dk/rispubl/SYS/syspdf/ris-r-
1471_add.pdf) 
 
Formålene med spørgeskemaundersøgelsen var: 
- at indfange patientsikkerhedskulturen på de enkelte afsnit for at undersøge de 
underliggende værdier, holdninger og antagelser   
- at undersøge om der er forskelle på sikkerhedskulturen på de forskellige 
afsnit, samt karakteren af disse forskelle 
- at måle effekten af FAS´s pilottest (4 måneder) af et rapporteringssystem på 
sikkerhedskulturen 
- at tilskynde til at der igangsattes en proces på afsnittene fokuseret på 
læringskulturen omkring utilsigtede hændelser 
 
Konklusion på spørgeskemaundersøgelsen er: 
- at effekten af interventionen ikke har været så markant, som det var ønsket, 
men at der er flere gode (hypotetiske) forklaringer herpå.  
- at der er stor forskel på niveauet af sikkerhedskultur i amtet, og at denne 
spænder fra hvad man kan betegne som meget moden til umoden 
- at det gennemsnitlige niveau af sikkerhedskultur i amtets undersøgte afsnit må 
siges at være tilfredsstillende, om end der tydeligvis er plads til forbedringer 
- at resultaterne viser at forskellene mellem afsnittene er konsistente: det vil 
sige at der er en tendens til, at når et afsnit udviser et højt [lavt] niveau af 
sikkerhedskultur på en faktor, da vil den også udvise et højt [lavt] niveau på 
de andre faktorer 
- at særligt spørgsmål om rapportering og læring, tillid og retfærdighed, 
kommunikation og samarbejde, samt ledelsens synlighed og engagement på 
konsistent vis opdeler afsnittene, medens den samme tendens – men i mindre 
udpræget grad – gælder for ansvar og risikoperception og risikoadfærd 
- at den sikkerhedskulturelle faktor der omhandler kompetence, stress og 
træthed, ikke i alle tilfælde direkte afleder niveauet af sikkerhedskultur.  
 
Anbefalinger på baggrund af undersøgelsens konklusion: 
- at man i det enkelte afsnit for det første søger at udarbejde en fælles 
erkendelse af hvilke barrierer, der skal overvindes for at sikre en systematisk 
erfaringsopsamling og læring af utilsigtede hændelser  
- at man så vidt muligt, søger at skabe forandringer i de eksisterende traditioner 
og ”historier” gennem synliggørelse og afskaffelse af tilbøjeligheder til at ”gå 
efter manden”, frem for ”efter bolden”, når der sker utilsigtede hændelser 
- at man på alle niveauer i organisationen søger at skabe (registrere og 
genfortælle) nye ”historier” om hvordan man har klaret at lære af hændelser, 
hvordan personale, som alle ser op til, kan berette om egne fejl, og om 
hvordan ledelsen i afsnittet bekymrer sig om både patienter og personale 
- at man arbejder med den interne kommunikation og specielt hvad angår 
formidling af den nye mission: rapportering af fejl og hændelser for læringens 
og forebyggelsens skyld 
- at man opbygger nye netværk i organisationen, f.eks. i form af erfa-grupper, 
netværk af patientsikkerhedsansvarlige e.l..  
 
Derudover er det vigtigt at den nye lov om rapportering af utilsigtede hændelser og 
Frederiksborg Amts Sundhedsvæsens eget rapporteringssystem for utilsigtede 
hændelser fra starten bliver koblet direkte til lokal læring, således at den enkelte 
afdeling oplever, at rapporteringen og bearbejdningen af hændelser giver mening i 
dagligdagen, og at indsatsen nytter og påskønnes. 
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Forord 
Et nationalt rapporteringssystem til utilsigtede hændelser og 
nærhændelser i sygehussektoren indførtes 1. januar 2004 og en pilottest af 
et rapporteringssystem i Frederiksborg Amts Sundhedsvæsen (FAS) blev 
afsluttet 15. januar 2004. Erfaringer fra internationale undersøgelser både 
fra det medicinske domæne og luftfarten viser, at sådanne systemers 
succes afhænger af personalets rapporteringsvillighed og dermed 
sikkerhedskulturen på den enkelte afdeling (1). 
 
Med dette som udgangspunkt iværksattes i foråret 2003 et samarbejds-
projekt mellem FAS og Forskningscenter Risø med det formål at få større 
viden om og indsigt i sikkerhedskultur i forbindelse med rapportering. I 
juni 2003 blev der udsendt et spørgeskema til personalet på syv afsnit, 
fordelt på tre af amtets sygehuse inden for følgende specialer: 
anæstesi/intensiv, kirurgi og medicin, med henblik på at måle 
sikkerhedskulturen på de enkelte afsnit. Endvidere påbegyndtes 15. 
september 2003 en pilottest af et rapporteringssystem på fire af afsnittene 
understøttet af undervisning af nøglepersoner i brugen heraf og generelle 
emner relateret til rapportering. Pilottesten afsluttedes 15. januar 2004, 
hvorefter spørgeskemaet til måling af sikkerhedskultur endnu engang blev 
sendt ud på alle 7 afsnit. Evaluering af pilotrapporteringssystemet foregik 
parallelt og en grundig evalueringsrapport (2) er blevet udarbejdet og 
brugt som grundlag for FAS’s nuværende rapporteringssystem (3). 
Evalueringsrapporten og beskrivelsen af rapporteringssystemet kan 
rekvireres hos RiskEnheden, FoQUS, Helsevej 2, indgang 50 B, tlf.: 48 
29 46 64, www.foqus.fa.dk 
 
Nærværende rapport indeholder resultater og analyser af spørgeskema-
undersøgelsen ”Sikkerhedskultur på sygehuse” foretaget i henholdsvis 
juni 2003 (før) og januar 2004 (efter), samt spørgeskemaet fra 2004, som 
bilag. Der er lagt vægt på at rapporten kan læses af andre end de 
implicerede parter, idet forholdet til og udviklingen af en positiv 
sikkerhedskultur på afsnits- og afdelingsniveau er af general relevans. 
Rapporten kan hentes i elektronisk format på følgende adresse: 
www.risoe.dk/rispubl/SYS/syspdf/ris-r-1471.pdf 
 
De deskriptive opgørelser – frekvenstabeller - af responsdata fra ’før’ og 
’efter’ er indeholdt som appendiks (80 sider) til denne rapport, og vil 
være af særlig interesse for de involverede afsnit, mens rapporten kan 
læses uafhængigt heraf. Frekvenstabellerne kan hentes i elektronisk 
format på følgende adresse: www.risoe.dk/rispubl/SYS/syspdf/ris-r-
1471_add.pdf 
 
Da der er givet løfte om anonymitet, er dette naturligvis overholdt, og 
derfor viderebringes ingen data i en form, som kan kobles til den enkelte 
respondent eller til det enkelte afsnit. Resultaterne opsummeres derfor i 
generelle termer i rapporten ligesom der til responsdata i Appendiks er 
brugt en simpel numerisk kode, 1-7 for hvert afsnit, hvor kun det enkelte 
afsnit kender sin egen kode. De involverede afsnit kan i Appendiks se 
deres individuelle resultater, og hvad angår graden af modenhed, er det 
muligt for afsnittene at sammenholde disse med analyserne og finde svar 
herpå. Det er vigtigt at understrege, at man kan være mere eller mindre 
moden inden for forskellige sikkerhedskulturelle faktorer, hvilket 
datamaterialet også viser. Men samtidig er der indbyrdes korrelation 
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mellem faktorerne; dvs. hvis et afsnit tilhører den ”mere modne” [”gode”] 
halvdel for en given faktor, da er det mere sandsynligt at den også vil 
tilhøre den ”mere modne” halvdel – frem for den ”mindre modne” for en 
vilkårlig anden faktor, da faktorerne har tæt gensidig indflydelse.   
  
Jeg vil endnu engang benytte lejligheden til at takke alle for deres tid og 
indsats. Det gælder både personalet der har brugt tid på at besvare 
spørgeskemaet, og sparringspartnere på projektet; Inge Ulriksen og 
Henriette Lipczak (RiskEnheden) for praktisk hjælp, sparring og støtte; 
Kvalitetschef, chef for FoQUS Anne Mette Fugleholm og Chef for 
Patientkontoret Tove Tovgård for opbakning; samt min vejleder Senior 
forsker Henning Boje Andersen, Risø for uundværlig hjælp og bidrag til 
projektet og rapporten. 
 
Marlene Dyrløv Madsen 
Forskningscenter Risø  
Juni 2004 
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1 Baggrund og formål 
Promovering og opbygning af sikkerhedskultur i sundhedsvæsenet er 
blevet en central del af patientsikkerhedsarbejdet, såvel internationalt som 
nationalt. Man arbejder ud fra den hypotese at en positiv sikkerhedskultur 
kan medvirke til at reducere patientskader og hermed det afledte træk på 
økonomiske ressourcer (4). En positiv sikkerhedskultur er bl.a. essentiel 
for læring og forebyggelse af utilsigtede hændelser, og er således 
nødvendig for amtets og det nationale rapporteringssystems succes (5).   
 
Inden for en positiv sikkerhedskultur taler man åbent om fejl og lærer af 
dem for at forebygge, det betyder derfor at systemet forudsætter at 
hospitalspersonale villigt taler om de fejl de begår og de utilsigtede 
hændelser de medvirker til, hvilket der ellers ikke er stærk tradition for 
inden for sundhedsvæsenet. En national spørgeskemaundersøgelse 
foretaget i 2002 viste at de stærkeste grunde til ikke at rapportere om 
egne fejl var ”risikoen for at pressen skulle skrive om det” og ”en 
manglende tradition for at omtale hændelser/fejl” (6). I lovens 
udformning har man forsøgt at imødekomme de synlige barriere ved at 
gøre medarbejdernes rapportering både fortrolig og straffri, mens det 
forventes at de barrierer der knytter sig til kultur og tradition løses i 
amtsligt regi. (7) 
 
Formålene med spørgeskemaundersøgelsen er flere. For det første, at 
indfange patientsikkerhedskulturen på de enkelte afsnit for at undersøge, 
hvilke underliggende værdier, holdninger og antagelser der gør sig 
gældende og hvilke implikationer disse har for sikkerhedskulturen. For 
det andet, at undersøge om der er forskelle på sikkerhedskulturen på de 
forskellige afsnit, samt karakteren af disse forskelle. For det tredje, at 
måle effekten af FAS´s pilottest af et rapporteringssystem (4 måneders 
varighed) på sikkerhedskulturen. Og som det sidste og sideordnede 
formål, at tilskynde til at der igangsattes en proces på afsnittene fokuseret 
på læringskulturen omkring utilsigtede hændelser. 1  
2 Sikkerhedskultur på sygehuse 
Sikkerhedskultur er et begreb hentet fra sikkerhedskritiske domæner 
(specielt luftfart, procesindustri, nukleare sektor m.v.), hvor man i flere 
årtier har arbejdet med fænomenet i forbindelse med ulykkesforbyggende 
arbejde (8, 9, 10, 11). I slutningen af 1990’erne blev begrebet og de 
praktiske konsekvenser af sikkerhedskulturen inden for sundhedsvæsenet 
introduceret i Danmark. Der findes mange forskellige tilgange og 
holdninger til hvad sikkerhedskultur overhovedet er (10, 12, 13, 14, 15), 
mens der er grundlæggende enighed om at sikkerhedskultur har en 
indflydelse på sikkerhed inden for sundhedsvæsenet – patientsikkerhed 
(12, 13, 16, 17). I dette projekt beskrives sikkerhedskultur som: De 
grundlæggende antagelser, fælles værdier og holdninger som i samspil 
med organisationens struktur og (ydre) kontrolinstanser skaber den 
                                                     
1 Arbejdet i denne rapport indgår som en del af forfatterens ph.d. projekt (afsluttes ultimo 
2005), og indeholder således flere forskningshypoteser, som ikke nødvendigvis har 
referencer til andet arbejde, og som er under stadig udvikling.  
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sikkerhedsrelaterede adfærd som hersker på den enkelte arbejdsplads (1). 
Med andre ord udtrykker en organisations sikkerhedskultur sig konkret 
igennem den måde hvorpå organisationen og den enkelte medarbejder 
tænker og handler i relation til sikkerhed.  
 
Sikkerhedskultur består af mange enkeltfaktorer, som alle påvirker 
organisationen, afdelingen og afsnittet. F.eks. vil grundlæggende værdier 
såsom tillid, ansvar, retfærdighed og skyld komme til udtryk i den måde, 
som ansatte i sundhedsvæsenet dels vælger at handle og dels udtrykker 
deres holdninger. Den underliggende hypotese er, at man kan måle 
sikkerhedskultur ved at måle medarbejdernes og ledelsens opfattelser af 
og holdninger til de konkrete sikkerhedskulturelle faktorer, f.eks. 
rapporteringspraksis og læring fra utilsigtede hændelser. Definitionen på 
en sikkerhedskulturel faktor er: De perspektiver, værdier og handlinger 
som har indflydelse på sikkerhed. De sikkerhedskulturelle faktorer som er 
blevet vurderet i spørgeskemaet er skitseret nedenfor og vil blive 
beskrevet nøjere i sammenhæng med analysen af resultaterne.   
 
Til udarbejdelse af spørgeskemaet indgik seks overordnede faktorer samt 
en række underordnede aspekter som er bestemmende for 
sikkerhedskulturen på en sygehusafdeling eller -afsnit og som har en 
formodet påvirkning af sikkerhedsadfærd. De sikkerhedskulturelle 
faktorer er tæt knyttet og påvirket af hinanden. De følgende seks faktorer 
danner grundlag for spørgeskemaets udformning og indhold: 
  
à Læring og rapporteringskultur  
à Ansvar 
à Tillid og retfærdighed 
- Medarbejder motivation og engagement  
à Kommunikation og samarbejde  
- Ledelses synlighed og engagement  
à Risikoperception og adfærd  
- Sikkerheds- og opgaveprioritering 
- Årsager til hændelser 
à Kompetence, stress og træthed (Performance shaping 
factors): anerkendelse af generelle og egne menneskelige 
begrænsninger  
- Arbejdsmiljø / Psykosociale forhold 
3 Rapportens opbygning 
Efter en kort beskrivelse af datagrundlaget, fremstilles 
analyseresultaterne. Analysen er tematiseret og følger de ovenfor 
beskrevne faktorer. Hver sikkerhedskulturel faktor beskrives først og 
herefter hvad der kendetegner den og hvilke implicitte antagelser der 
knytter sig til den.2 I forlængelse af hver faktor gennemgås udvalgte 
                                                     
2 Beskrivelsen af de sikkerhedskulturelle faktorer er medtaget i analysen af flere grunde. 
For det første giver det spørgeskemarespondenter og andre implicerede en 
fornemmelse af hvilke underliggende hypoteser spørgeskemaet er bygget på, samt 
hvad sikkerhedskultur består af. For det andet kan beskrivelsen give en fornemmelse 
af de mange underordnede aspekter og elementer, som man er nødt til at forholde sig 
til for at kunne vurdere den samlede sikkerhedskultur. Dette vil forhåbentlig give 
læserne en fornemmelse af at de enkelte spørgsmål (i spørgeskemaet), som kan synes 
”unuancerede”, ikke står alene, men analyseres og fortolkes som en helhed inden for 
de enkelte faktorer. For det tredje kan det bidrage til en øget bevidsthed om hvilke 
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resultater af undersøgelsen, samtidig med at resultaternes konsekvenser 
diskuteres. Er der forskelle på afsnittene, og hvori består disse forskelle, 
hvad kendetegner en positiv/negativ sikkerhedskultur (”moden”/ 
”umoden”), og kan man se forskelle over tid? Læsere som kun er 
interesserede i resultaterne kan gå direkte til afsnittet om resultater under 
hver faktor. 
 
Efter analysen vil effekten af interventionen blive diskuteret, hvorefter 
der vil blive konkluderet på det samlede materiale, dels i forhold til 
intervention og dels i forhold til niveauet af sikkerhedskultur generelt i 
amtet. Rapporten afsluttes med nogle anbefalinger i relation til udvikling 
af sikkerhedskultur i amtet og på det enkelte afsnit.  
4 Resultater datagrundlag 
Spørgeskemaet blev sendt ud til 7 afsnit, repræsenterende tre specialer: 
anæstesi/intensiv, medicin, og kirurgi i juni 2003, og igen i januar 2004 
for at opnå besvarelser før og efter pilottest (4 afsnit i testgruppen og 3 
afsnit kontrolgruppen). Antal udsendte skemaer, besvarelser og 
svarprocent er vist i tabel 1. 
 
Tabel 1: Datagrundlag 
Spørgeskema 2003 juni - før: 2004 januar - efter: 
Udsendt i alt 375 370 
Personalefordeling 1/3 læger og 
2/3 spl. 
1/3 læger og 
ca. 2/3 spl. 
(7,3% so.su.ass/s.hj.) 
Antal besvarelser 206 180 
Samlet svarprocent 55% 49% 
Svarprocentfordelingen for 
afsnittene  41% - 59% 34% - 58% 
Valide besvarelser 203* 175** 
Testgruppe: Antal udsendt og 
besvaret  
udsendt 231 / 
besvaret 130 
udsendt 235 / 
besvaret 118 
Kontrolgruppe: Antal udsendt og 
besvaret  
udsendt 144 / 
besvaret 63 
udsendt 135 / 
besvaret 58 
Testgruppe: svarprocent 56% 50% 
Kontrolgruppe: svarprocent 44% 43% 
* 2 personer har ikke besvaret skemaet, og er ikke klinisk ansatte.  
**3 personer (har selv gjort opmærksom på at de) falder uden for målgruppen: 
2 på barsel og en er ikke klinisk ansat (har også tidligere undladt besvarelse). 
2 personer har ikke angivet afdeling. 
 
Besvarelsesprocenten er lav ved begge målinger, hvilket giver et usikkert 
datamateriale, især for de afsnit der ligger på en besvarelsesprocent på 
34% – 41%. Samtidig er forskellen på antallet af personer i testgruppe og 
                                                                                                                                         
mekanismer, som kan påvirke og bestemme niveauet af sikkerhedskultur på 
afdelingen eller i afsnittet. Sidst men ikke mindst kan beskrivelserne give en 
indikation af hvilke faktorer, aspekter eller elementer, der eventuelt kan forbedres og 
bearbejdes for at opnå en mere positiv sikkerhedskultur i ens egen afdeling. Samtidig 
bør det nævnes, at det kan være en langsommelig proces at ændre på 
sikkerhedskulturen, og det kræver en bevidst og målrettet indsats, hvis det skal foregå 
effektivt og medføre konstruktive forbedringer.   
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kontrolgruppen relativt stor, idet de udgør henholdsvis 66% og 33% af 
den samlede gruppe. Oprindeligt blev de to grupper udvalgt ved 
lodtrækning, men undervejs i processen var der afsnit der insisterede på at 
iværksætte nye tiltag, uanset om de var med i pilottest eller ej, og derfor 
blev de udvalgt til at indgå i pilottesten. Det betyder også at 
besvarelsesprocenten generelt set er højere for testgruppen end for 
kontrolgruppen, idet de sandsynligvis har været mere motiverede.  
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5 Analyse og diskussion 
I analysen fremgår der data fra juni 2003 (før) og fra januar 2004 (efter). I 
analysen af data fra 2003 er alle afsnittene blevet klassificeret efter 
vejledende modenhedsskala hvad angår sikkerhedskultur.  
 
Opdelingen af afsnittene i modenhedsgrader er foretaget på baggrund af 
en a priori fastlagt forventning om hvorledes henholdsvis modne og 
umodne afdelinger vil svare på særlige spørgsmål. Disse spørgsmål er 
udvalgt på baggrund af erfaringer fra andre spørgeskemaundersøgelser, 
særligt inden for andre domæner og litteratur om hvad der konstituerer en 
positiv sikkerhedskultur (18, 14). På baggrund af besvarelser af udvalgte 
spørgsmål3 – især om rapporteringsvillighed og ledelsens synlighed – 
blev afsnittende rangordnet i type 1, 2 og 3, hvor disse tre typer svarer til 
hvad der i litteraturen opfattes som faldende på en skala af mere eller 
mindre modenhed (19). I denne fremstilling kaldes Type 1 for ’meget 
moden’, Type 2 ’moden’ og Type 3 for ’umoden’ og disse deskriptive 
etiketter bruges derfor også i figurer og tabeller. Disse deskriptive 
etiketter er ikke optimale, idet de er stemplende og præjudicerende, men 
der synes ikke at være nogen andre dikotomiske udtryk, som fx 
positiv/negativ, stærk/svag, sund/syg, som både er i stand til at illustrere 
og overvinde problemet på en og samme tid.4 To afsnit blev derfor 
klassificeret som ’meget modne’, to afsnit som ’modne’ og tre afsnit blev 
klassificeret som ’umodne’. Disse klassificeringer er vejledende, idet det 
viser sig at graden af modenhed ikke nødvendigvis er gennemgående 
inden for alle de sikkerhedskulturelle faktorer. Opdelingen af afdelinger i 
modenhedsgrader havde til formål at undersøge tendenserne i besvarelsen 
af de sikkerhedskulturelle faktorer, for netop at vurdere om forskellene 
mellem afsnittene på besvarelserne var konsistente (se afsnit 7). 
 
For bedst at illustrere forskellene mellem afsnittene i 2003, har jeg valgt 
tre eksemplariske afsnit til fremstillingen i figurerne, hvad angår 
placeringen i ’umoden’ – ’moden’ – ’meget moden’ afsnit. Herudover er 
det de mere nuancerede samlede resultater, der bruges til at opsummere 
de generelle forskelle i niveau af sikkerhedskultur. Endvidere gengives 
resultater også samlet for hele stikprøven – altså for alle 7 afsnit. De 
forskelle der er fremhævet i analysen er alle store (en gennemsnitlig 
forskel på minimum 0,5) og høj-signifikante (p < 0,01); der er testet for 
statistisk signifikans ved brug af den ikke-parametriske Mann-Whitney 
test.   
 
Derudover illustreres nogle ændringer i afsnittene over tid, ved 
sammenligning af testgruppen og kontrolgruppen i henhold til ’før’ og 
’efter’ målingerne. Resultater viser signifikante ændringer, men 
uheldigvis for forskningsprojektet og heldigvis for patienterne, er 
ændringer ikke kun isoleret til testgruppen. Dette er der flere forklaringer 
                                                     
3 Eksempler på udvalgte spørgsmål er: ”Hos os har ledelsen meldt klart ud, at de ønsker, 
at vi fortæller om hændelser/fejl for at kunne lære af dem”; ”Hos os bruges 
viden/rapporter om hændelser/fejl til at forebygge fremtidige hændelser/fejl” og ”Hos 
os har ledelsen en klar holdning til patientsikkerhed”. Se i øvrigt Bilag: Spørgeskema, 
under Rapportering og Ledelsens synlighed og kommunikation.  
4 Metoden til vurdering af modenhedsgrad, samt klassificeringen af afsnit inden for 
modenhedsskalaen er under stadig udvikling.  
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på, hvilket vil blive diskuteret under afsnit 6 i ”vurdering af effekt af 
intervention”. Det vigtige i denne sammenhæng er at fastholde at kultur 
kan ændres, og at man med en aktiv indsats kan påvirke den i den rigtige 
retning. Det tager selvfølgelig tid, og fire måneder er næppe tilstrækkeligt 
til at påvise de store forandringer. 
 
5.1 Læring og rapportering  
Der er to aspekter af temaet læring. Det ene aspekt handler om læring 
generelt, dvs. hvorledes læring foregår og integreres i organisationen. Det 
andet aspekt er relateret hertil men omhandler specifikt læring fra fejl, 
hændelser og ulykker. Det er særligt - men ikke udelukkende - 
sidstnævnte aspekt, som vurderes i forbindelse med denne faktor. Det 
betyder at de spørgsmål, der indgår under denne faktor, skal afklare 
medarbejderes og ledelsens holdninger til rapportering af fejl og 
hændelser lige såvel som den faktiske praksis af håndtering af hændelser 
(holdningerne kunne i princippet være positive samtidig med at praksis 
ikke afspejler dette).  
 
Læring er diagnostisk for niveauet af sikkerhedskultur. Det vil (groft sagt) 
sige at desto mere læring der forekommer i organisationen, og desto mere 
systematiseret denne læring er, jo mere moden forventes organisationen at 
være. Ideelt set bør læring være kendetegnet ved det man inden for 
organisationsteoretiske rammer betegner ”double- loop” læring, hvor man i 
modsætning til ”single-loop” læring ikke blot ”opdager og retter fejlen”, men 
er i stand til at reflektere og vurdere om der skal foretages ændringer på 
baggrund af den viden den opdagede fejl har tilført (20, 21, 22). 
 
For at afdække læringen fra fejl og hændelser i en given organisation er 
det bl.a. nødvendigt at vide, hvilke systemer, der bruges til læring. 
Forekommer der f.eks. rapportering af hændelser, og hvor systematiseret 
er dette? Hvis der findes et rapporteringssystem, er der så 
overensstemmelse mellem det, der officielt skal rapporteres, og det der 
faktisk bliver rapporteret? Hvilke grunde kan medarbejdere have til at 
undlade at rapportere? Oplever medarbejdere at det nytter at rapportere, 
dvs. at rapportering tages alvorligt og potentielt medfører ændringer, når 
nødvendigt? Herudover er det interessant at vide, om der skelnes mellem 
fejl og overtrædelser og hvordan holdningen er hertil (se afsnit 5.5). 
 
Rapporteringsdimensionen kan deles op i fire centrale emneområder: 
 
• Formål: Hvad er formålet med rapporteringen og står dette klart 
for medarbejderne? Er der overensstemmelse mellem det 
”officielt beskrevne” system og den måde hvorpå dette system 
forvaltes i praksis? Er formålet primært læring til proaktiv 
forbedring eller er det primært at finde skyldige? Er der åbenlyse 
dilemmaer for medarbejderne i forbindelse med konsekvenser af 
deres åbenhed om fejl, f.eks. i form af sanktioner?    
• Villighed: Er medarbejdere villige til at rapportere? Hvis ikke, 
hvad er deres grunde? Er de af personlige karakter eller er de 
systemafhængige?  
• Feedback: Gives der feedback til den der rapporterer? I hvilken 
form forekommer feedback, er den personlig, støttende, 
forstående eller er den skyldsbetonet og anklagende? Går 
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feedback ud til andre end den rapporterende og i hvilket regi, 
monofagligt, tværfagligt eller på afdelingsniveau mm.? 
• Ændringer: Sker der synlige ændringer pga. viden om fejl og 
hændelser f.eks. fra rapportering? Bruges rapporterne 
konstruktivt? Bruges rapporter til at opdatere arbejdsgange, 
procedurer, og/eller træning af medarbejdere? 
 
Det er vigtigt at komme hele vejen omkring vurderingen af rapporterings-
systemet, idet rapportering i sig selv ikke siger noget om hvorvidt læring 
forekommer og om det derfor medfører forøget sikkerhed. For så vidt kan 
man sagtens have et system, som fodres med rapporter, men som uden en 
bearbejdning af det indkomne, kan være mere til skade end til gavn. Hvis 
medarbejderne oplever, at de bruger tid på noget, som blot ender i et ”sort 
hul”, eller som ikke synligt bruges, må man forvente at de mister 
motivationen, måske ikke bare til rapportering, men til sikkerhedsarbejdet 
som sådan. Det er derfor vigtigt at undersøge om medarbejderne og 
ledelsen oplever at indsatsen tages alvorligt og har konstaterede og 
accepterede konsekvenser. For eksempel har man på Risø gennem 
interviews med søfarende i anden undersøgelse hørt dem give udtryk for, 
at antallet af rapporter bliver brugt af rederiet som en kvalitetsindikator; 
og enkelte udtrykker en "kynisk" mistanke om, at grundløse rapporter 
bliver skrevet og indsendt for at de sikkerhedsansvarlige kan meritere sig 
(fortrolig rapport). Det er vigtigt at holde sig for øje at 
rapporteringssystemet isoleret set ikke har værdi i sig selv - det er ikke 
antallet af rapporter som er interessant - men den nødvendige analyse, 
handling og feedback, som følger af rapporterne! 
 
5.1.1 Resultater 
Resultaterne viser store og signifikante forskelle mellem afsnit, hvad 
angår de fleste af ovenfor beskrevne aspekter. Figurer 1 og 2 viser, 
hvordan den meget modne afdeling i højere grad end de mindre modne 
angiver at de både bruger rapporter til at forebygge fremtidige hændelser 
og evaluere arbejdsgange og mulige forbedringer.  
 
 
Hos os bruges viden/rapporter om hændelser/fejl til 
at forebygge fremtidige hændelser/fej
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Umoden
Moden
Meget moden
Helt uenig Noget uenig Hverken enig/uenig Noget enig Helt enig
Figur 1
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Hos os er det normalt at evaluere arbejdsgange 
og diskutere mulige forbedringer
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Umoden
Moden
Meget moden
Helt uenig Noget uenig Hverken enig/uenig Noget enig Helt enig
Figur 2
 
De umodne afdelinger er signifikant mere enige i at de ”ikke har oplevet 
at der er kommet nogen gavnlige virkninger ud af, at der er meldt om 
hændelser/fejl” og mere uenige i at ”ledelsen har meldt klart ud, at de 
ønsker, at vi fortæller om hændelser/fejl for at kunne lære af dem”.  
 
Der er ikke forskel på afsnittene, når der spørges til hvorvidt man er villig 
til at melde om egne fejl, uanset (fejlens) årsag, idet 86% (i hele 
stikprøven) er noget eller helt enig i udsagnet. Til gengæld er der en lille 
forskel (p = 0,025) på hvorvidt man har været tilbageholdende med at 
omtale hændelser/fejl overfor sin nærmeste leder. De meget modne afsnit 
er lidt mindre enige i dette end de umodne afsnit, mens der samlet set er 
22% som er noget eller helt enige i udsagnet. 
 
Der blev dernæst givet 9 mulige grunde til at man ville holde sig fra at 
omtale hændelser/fejl overfor sin nærmeste leder (se bilag: spørgeskema, 
spørgsmål 12 for en udtømmende liste). I tabel 2 er angivet de fem – 
samlet set - hyppigste grunde til at holde tilbage, både i 2003 og i 2004. 
Der er små forskelle på ’før’ og ’efter’, men i alle tilfældene gælder, at 
man er blevet mindre enig i at disse er grund til tilbagehold, og det er i sig 
selv en positiv forandring. Tabel 2 gengiver tal for hele stikprøven, dvs. 
omfattende både testgruppen og kontrolgruppen. 
 
Tabel 2: De fem stærkeste grunde til at holde sig fra at omtale hændelser/fejl 
til nærmeste leder   
Grunde: Før -2003 Efter -2004 
Der er ikke tradition for at omtale hændelser/fejl 25% 21% 
Udfaldet af hændelsen gør det ofte unødvendigt 23% 20% 
Jeg ønsker ikke at fremstå som en dårlig medarbejder 18% 15% 
Der kommer alligevel ingen forbedringer på vores 
afdeling ved at omtale hændelser/fejl 16% 15% 
Jeg kan risikere, at pressen begynder at skrive om det 15,5 % 13% 
De umodne afsnit er signifikant mere enige end de meget modne i: ”at der 
ingen forbedringer sker”, ”at der mangler tradition”, ”at det forøger 
arbejdsmængden” og at man ”ikke vil spilde sin leders tid med noget som 
ikke kan gøres om”. De umodne afdelinger er i det hele taget mere enige i 
at de nævnte grunde kan være årsag til at holde sig fra at omtale 
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hændelser/fejl. Endvidere er en ”manglende tryghed” også en hyppig grund 
for de umodne afsnit til at holde sig tilbage, men kun marginalt signifikant 
(p=0,43) forskellig fra modne afsnit.  
 
I forbindelse med indførelsen af rapportering på sygehuse bør man tænke 
på alle de ovenstående grunde som potentielle barrierer mod rapportering, 
og man bør derfor overveje, hvordan man vil overvinde dem. Hvad angår 
den ”manglende tradition” og ”ingen forbedringer”, er det oplagt at arbejde 
med disse forhold i forbindelse med ændringerne af de strukturelle 
mønstre, nemlig gennem begyndende rapportering af fejl og læring fra 
disse. ”At det er unødvendigt” at rapportere siger noget om opfattelsen af 
det ’lærende potentiale’ i hændelser/fejl. Nogle vil mene at hvis de har 
opdaget fejlen og rettet denne, så er der ingen grund til rapportering 
(single-loop læring), med det resultat at ingen andre lærer af det og at 
fejlen sandsynligvis vil gentages (af andre). I udgangspunktet er det derfor 
ikke den enkeltes opgave at vurdere hvorvidt det er nødvendigt eller ej, 
men der bør derimod findes generelle retningslinjer. Barrieren ”ikke at 
ville opfattes som en dårlig medarbejder”, kræver mere at overvinde, fordi 
det udtrykker en grundlæggende eksistentiel egenskab ved mennesker (ikke 
at ville fejle), som nok i særligt høj grad fremelskes i visse professioner, 
heri blandt hos læger. En af de væsentligste forudsætninger for at en 
rapporteringskultur overhovedet kan udvikle sig er, at der i organisationen 
findes en grundlæggende accept af menneskelige fejl. Det handler ikke blot 
om ledelsens holdning til fejl, men også om holdningen blandt 
medarbejderne og i sidste ende hos den enkelte. En rapporteringsbaseret 
sikkerhedsstrategi er oppe imod den altid nærværende barriere, at 
mennesker sjældent bryder sig om at indrømme egne fejl over for andre. 
Det kan skyldes sociale og psykologiske faktorer som personlig og faglig 
stolthed, status i forhold til kolleger eller følelsen af skyld og skam. Reelt 
står en rapporteringskultur, hvor alle åbent rapporterer om egne fejl, på 
mange måder i modsætning til den samfundskultur, som medarbejderne i 
øvrigt lever i. At ændre de holdninger og værdier der intuitivt hersker, 
kræver derfor ofte en længere omstillingsperiode (1). Heldigvis er det dog 
de senere år blevet mere accepteret at selv de bedste begår fejl, og nogen 
læger går så vidt som til at sige, ”at det kun er de, der ikke tager hænderne 
op af lommen, som ikke begår fejl”.  
 
Ser man på ændringer over tid (figur 3), så forekommer der store forskelle 
både i test- og kontrolgruppen, mens disse kun er signifikante for 
kontrolgruppen på begge spørgsmålene i figuren, og kun signifikant for 
kontrolgruppen på spørgsmålet om ”ledelsens udmelding”.  
 
 
Værdi af hændelser/fejl
1,0
1,5
2,0
2,5
3,0
3,5
4,0
4,5
5,0
Pilot: Før Pilot: Efter Kontrol: Før Kontrol: Efter
G
en
ne
m
sn
it:
 1
=h
el
t u
en
ig
 5
=h
el
t e
ni
g
Ledelsen meldt klart ud, at de ønsker, at vi fortæller om
hændelser/fejl for at kunne lære af dem
Får altid en konstruktiv feedback, hvis vi melder/fortæller
om hændelser/fejl
Figur 3 
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5.2 Ansvar 
Denne faktor handler om hvem der er ansvarlig for patientsikkerheden og 
holdningen til og følelsen af ansvar for sikkerheden. Hvordan og hvornår 
er den enkelte medarbejder ansvarlig for sikkerhed – ikke blot for 
patienternes og ens egen sikkerhed, men også for kollegers, afdelingens 
og afsnittets holdning til og praksis omkring sikkerheden. Hvem er 
ansvarlig for patientsikkerhed, og er nogen mere ansvarlige end andre? 
Hvad er den enkeltes holdning til eget ansvar for patientsikkerhed? 
Oplever den enkelte, at kolleger og ledelse udviser og tager ansvar – som 
forventet? Særligt i situationer med stort arbejdspres, stress eller i kritiske 
situationer er det vigtigt, at medarbejdere og ledelse entydigt ved hvem 
der er ansvarlige for de specifikke opgaver. Flere studier peger på, at jo 
mere ansvar medarbejdere føler for sig selv og for andres sikkerhed, jo 
mere moden er sikkerhedskulturen i deres gruppe eller organisation (1, 
23, 24). Det er derfor essentielt at man undersøger hvilket ansvar 
personalet føler for patientsikkerheden, er ansvaret individuelt eller 
gruppeorienteret? Ville medarbejdere f.eks. reagere overfor potentielt 
farlige kolleger, ledelsens beslutninger eller dårlige procedurer, hvis de er 
overbevist om at disse tilsidesætter eller modvirker sikkerheden? Er det 
acceptabelt at ”blande sig” og er det praksis at gøre det? Følger man en 
sikkerhedsprocedure, selv om man oplever at den er upraktisk eller 
unødvendig?  
 
Det er klart, at det kan være relativt uforpligtende at udtrykke enighed i at 
man er medansvarlig - men altså ikke hovedansvarlig - for sikkerheden af 
en given proces eller funktion. Hvordan dette end kommer til udtryk, så 
bør resultaterne give mulighed for i afdelingen at diskutere ansvar: 
hvordan ønsker man at ansvar og fordelingen af denne skal håndteres i 
forbindelse med patientsikkerhed? Resultaterne bør selvfølgelig ses i 
sammenhæng med de andre faktorer.  
 
5.2.1 Resultater 
Inden for denne sikkerhedskulturelle faktor er der en del forskelle, men 
også mange ligheder på tværs afdelingerne. Der er dog ingen signifikante 
forskelle over tid.  
 
I spørgeskemaet spørges der først om hvem der bør tage ansvar for 
patientsikkerhed, og dernæst hvem der så faktisk tager ansvaret. De fleste 
svarer at alle ”i meget høj grad” bør tage ansvar, i følgende rækkefølge: 
afdelings- og afsnitsledelsen, den behandlingsansvarlige læge, “jeg selv”, 
læger og sygeplejersker, sygehusledelsen og sidst social- og 
sundhedsassistenterne, som anses for at være mindst ansvarsbærende. Når 
der spørges til hvem de mener faktisk tager ansvaret, oplever 
medarbejderne at alle tager lidt mindre ansvar end de bør, idet de fleste nu 
kun svarer “i høj grad”. 
 
58% af alle medarbejderne i de 7 afsnit er helt eller noget enige i at ”den 
enkelte kan gøre mere for at undgå patientskader”, mens der er signifikant 
forskel på svarene, når spørgsmålet gælder ”vores ledelse kunne gøre 
mere for at undgå patientskader” - her er de umodne afdelinger mere 
enige end de modne. Den samme tendens viser sig i forbindelse med 
spørgsmålet ”Vores ledelse har en god fornemmelse for, hvilke typer af 
fejl, der faktisk forekommer hos os”, hvor der er signifikant forskel på 
besvarelserne. Noget kunne derfor tyde på at de umodne afdelinger er 
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mere utilfredse med deres leders indsats og har mistillid til ledelsens blik 
for de daglige farekilder. 
 
Når der spørges om man i eget afsnit er klar over hvem der gør hvad (hos 
os) i det daglige er der igen signifikante forskelle på de meget modne og 
de umodne afdelinger, figur 4 illustrere dette.  
 
 
Hos os er vi helt klar over, 
hvem der gør hvad i det daglige
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Umoden
Moden
Meget moden
Helt uenig Noget uenig Hverken enig/uenig Noget enig Helt enig
Figur 4
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Til gengæld er 92% af alle helt eller noget enige i at ”jeg er helt klar over 
hvad der er mine ansvarsområder”. På den ene side ved man altså godt 
hvad man selv er ansvarlig for, mens man på den anden ikke 
nødvendigvis er sikker på hvem der gør hvad. Dette er tydeligvis noget 
der bør afklares internt på afsnittet. Det er banalt, men vigtigt at have for 
øje, at der altid vil være større risiko for fejl i et system, hvor man ikke er 
sikker på hvem der varetager hvilke opgaver.  
 
På tværs af afsnittene gælder at 96% er helt eller noget enige i at 
”sygehuspersonale har et professionelt ansvar for at reagere på 
hændelser/fejl, som kunne skade patienter”, samt at både patienten og 
ledelsen har ”krav på at blive orienteret når der er sket en hændelse/fejl 
(med konsekvenser)”. Den faglige ansvarsfølelse er altså generelt høj. 
 
5.3 Tillid og retfærdighed 
Tillid er en af grundpillerne i organisationer – både tillid mellem 
arbejdsgiver og arbejdstager, men også gensidig tillid mellem 
organisationer (hospitaler) og interessenter (patienter). Tillid er således 
også tæt knyttet til muligheden for at lære af fejl og kritiske hændelser 
(1). En manglende tillid mellem medarbejdere og ledelse vil typisk 
resultere i manglende entusiasme blandt medarbejdere i opfyldelse af 
virksomhedens sikkerhedsmål og -procedurer, og herunder, at 
medarbejderne undlader at rapportere om egne fejl og hændelser, hvis 
konsekvenserne ikke er umiddelbart synlige. Erfaringen viser at 
medarbejdere ikke villigt rapporterer, hvis ledelsen eller systemet ikke 
skaber tillid i forhold til brugen af rapporterne For eksempel, hvis de, der 
rapporterer for læringens skyld, efterfølgende sanktioneres. (1, 25, 26). 
 
Villighed til at rapportere – og dermed organisationens mulighed for 
læring fra fejl– forudsætter, at medarbejdere ikke straffes eller bebrejdes 
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for uintenderede fejl(dvs. fejl som ikke skyldes bevidste overtrædelser); 
og desuden at man undlader at straffe for fejl og hændelser, som skyldes 
latente betingelser i det tekniske eller organisatoriske system (26, 27, 28).  
 
Inden for denne dimension vurderes det i hvilken udstrækning den 
såkaldte ”retfærdige kultur” eksisterer i afsnittet, dvs. om medarbejdere 
føler sig retfærdigt behandlet. En retfærdig behandling, betyder på den 
ene side, at medarbejderne ikke bebrejdes af deres ledere for at begå 
mindre fejl, og på den anden side at de medarbejdere, der faktisk har 
opført sig groft uagtsomt i en hvis udstrækning bliver gjort ansvarlige. 
Sidstnævnte stiller store krav til organisationen, idet det kan være meget 
svært at skelne simpel uagtsomhed (dvs. man har handlet letsindigt i en 
eller anden mindre grad) fra grov uagtsomhed, især fordi man i 
udgangspunktet typisk vurderer ”fejlen” på baggrund af konsekvenser, 
dvs. skadens størrelse, og ikke på intentionen. Kort sagt, lægges der ikke 
nødvendigvis vægt på det retfærdige (intentionen), men på skaden 
(konsekvensen). Den retfærdige kulturs største udfordring er derfor at 
definere en klar grænse mellem den acceptable og den uacceptable 
adfærd.5 
 
Hypotesen om den retfærdige kultur er, at den resulterer i tillid, skaber 
medarbejdermotivation og -engagement og fungerer som et incitament for 
medarbejderne til at overholde de foreskrevne sikkerhedsstandarder. 
(Inden for den sikkerhedskritiske teori taler man oftere om den ’skyldfrie  
”blame-free”) kultur’ end den ’retfærdige kultur’. Den ’blame-free 
kultur’, der er karakteriseret ved at undgå at udpege skyldige, har et mere 
vanskeligt problem med at ’trække grænsen’ (23). Vanskeligheden består 
i at begrebet ’blame-free’ kan fortolkes som om der aldrig vil blive 
placeret skyld og følgelig heller aldrig anvendt straf. Denne 
misfortolkning kan skabe falske forventninger blandt medarbejderne, men 
også provokere det omgivende samfund. Mens den retfærdige kultur må 
betegnes som begrebsmæssigt klar, er den ’blame-free kultur’ med andre 
ord konceptuelt diffus.  
 
Når man skal vurdere tillid er det især vigtigt at undersøge medarbejderes 
og ledelsens følelse og oplevelse af tillid til hinanden, lige såvel som den 
interkollegiale tillid. Oplever medarbejderne at ledelsen udviser tillid til 
dem, og hvordan kommer dette til udtryk? Har medarbejderne selv tillid 
til ledelsen og de beslutninger de træffer på vegne af medarbejderne? 
Oplever medarbejderne at de kan tale åbent med deres nærmeste ledelse, 
om f.eks. fejl og hændelser? Oplever de at de får støtte og opbakning, når 
forventet? Hvordan fungerer tilliden generelt i afdelingen, det være sig 
monofagligt, tværfagligt eller på afdelingsniveau mm.? Tillid mellem 
                                                     
5 I juraen (som i moralen) skelner man traditionelt mellem intentionelle og ikke-
intentionelle handlinger. Inden for det sikkerhedskritiske område vil man yderst 
sjældent se intentionelle handlinger med negative konsekvenser som mål (sabotage). 
Til gengæld vil man ofte se gode intentioner realiseret gennem ulovlige handlinger 
(overtrædelser) ligesom man vil se ikke-intentionelle handlinger (fejl) som i nogle 
tilfælde falder ind under den juridiske kategori af uagtsom adfærd. Inden for juraen 
opdeler man uagtsomhed i ’simpel’ og ’grov’ uagtsomhed. Til ’simpel uagtsomhed’ 
hører fejltyper som ”slips and lapses”; uintenderede handlinger som skyldes 
uopmærksomhed (28). Og interessant er det at 90 % af alle menneskelige fejl kan 
betegnes som udtryk for simpel uagtsomhed. Til ’grov uagtsomhed’ hører handlinger 
- eller undladelse af handlinger - der rummer en alvorlig og forudseelig risiko, på 
trods af at risikoen ikke er intentionel. (1)  
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medarbejdere, såvel som mellem ledelse og medarbejdere har som oftest 
en positiv effekt på oplevelsen af det psykiske arbejdsmiljø (se endvidere 
afsnit 5.6.1). Tillid er derfor også tæt knyttet til kommunikation og 
samarbejde. 
 
5.3.1 Resultater 
Næsten alle spørgsmålene inden for denne faktor viser signifikante 
forskelle på modne og umodne afdelinger. Samtidig er der enkelte 
spørgsmål, som viser signifikante forskelle over tid i testafsnittene. På de 
modne afdelinger er medarbejderne signifikant mere enige end på de 
umodne afdelinger i at deres nærmeste leder ”ikke er bange for at 
indrømme sine fejl”, og ”udviser generelt stor tillid til sine 
medarbejdere”, mens de er mere uenige i at den nærmeste leder ”ikke er 
god til at støtte personale efter alvorlige hændelser”.  
 
Derudover er de modne afdelinger signifikant mere enige i at ”ledelsen 
aktivt støtter forslag fra personalet om forbedringer af patientsikkerhed”, 
”medarbejder og ledelse har generelt stor tillid til hinanden”, 
”patientsikkerhed tages alvorligt og er ikke kun facade”, ”har generelt 
stor tillid til ens nærmeste ledelse” og man er ”tilfreds med den måde man 
informeres på om vigtigt spørgsmål, der vedrører arbejdet”. Der er altså 
generelt mere tillid til ledelsen i de modne afsnit. 
 
Den samme tendens følger oplevelsen af retfærdighed i afsnittet, her er de 
modne afsnit signifikant mere enige i at man ”bliver behandlet retfærdigt, 
hvis man er involveret i en hændelse/fejl”, og mindre enige i at ”man 
bliver udsat for kritik, hvis man begår fejl” og at ”der fokuseres på skyld, 
når der går noget galt”. 
 
Der er to signifikante forskelle på før- og eftermålingerne i testgruppen, 
illustreret i figur 5. Samtidig er der også sket en stor ændring i holdningen 
i kontrolgruppen, men denne er ikke signifikant.  
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noget galt 
Hvis vores ledelse finder ud af, at jeg har
lavet en fejl, vil jeg få en påtale.
Figur 5
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5.4 Kommunikation og samarbejde 
God kommunikation er essentiel for at skabe fælles viden og tillid mellem 
kolleger og mellem medarbejderne og ledelse. Kommunikation er et helt 
nødvendigt middel til at informere om organisationens sikkerhedspolitik 
internt, såvel som at informere om ny viden eller erfaringer. Det er derfor 
vigtigt at ledelsen sikrer, at de rette kommunikationskanaler er til stede, 
til udveksling af information og viden. Det skal ikke blot være op til den 
enkelte medarbejder egenhændigt at holde sig ajour om eventuelle 
farekilder, sikkerhed og forebyggelse. Succesfuld kommunikation er 
bestemt ved i hvor høj grad virksomheden har evnet at sørge for at 
ledelsens politik og beslutninger vedrørende sikkerhed samt viden om 
sikkerhed ved de enkelte arbejdsopgaver kommer frem til den enkelte 
medarbejder – ligesom det skal sikres at medarbejdernes forslag mv. 
kommer frem til ledelsen.  
 
Hvordan kommunikeres patientsikkerhedsmæssige emner, samt 
ledelsesbeslutninger til personalet? Modtager den enkelte tilstrækkelig 
eller den ”rette” information om organisationens sikkerhedspolitikker?  
Og er personalet bekendt med ledelsens holdning til patientsikkerhed? 
Hvordan fungere personalets interne kommunikation? Hvordan spredes 
patientsikkerhedsmæssige emner sig blandt personalet? Er det noget man 
taler om i hverdagen eller kun ved specielle lejligheder, hvordan taler 
medarbejderne om patientsikkerhed? Taler man om patientsikkerhed 
monofagligt, tværfagligt eller på afdelingsniveau? 
 
Erfaring fra et andet projekt (i bygge- og anlægs branchen) viser at 
sikkerhed ikke er et samtaleemne mellem medarbejderne i hverdagen - 
det er kun i specielle situationer, at man diskuterer det (31). 
Patientsikkerhedskultur kan således være en ”tavs” kultur (eller måske 
endda en ikke-eksisterende kultur), der kun sjældent kommer til 
overfladen og diskuteres. Det er derfor væsentligt at undersøge om der 
forekommer en fælles forhandling af kulturen, eller om der eksisterer en 
individuel fortolkning af (sikkerheds-)praksis. 
 
Inden for de sikkerhedskritiske domæner, mener jeg godt at man kan 
opstille den hypotese, at jo mere medarbejderne taler om sikkerhed i 
dagligdagen, jo mere ensartet, sammenhængende og homogen er 
sikkerhedskulturen på arbejdspladsen. Det vil sige at desto mere 
medarbejderne taler om aspekter der vedrører sikkerhed, desto mere 
bevidste er de om farekilder og forebyggelse, og dermed desto bedre en 
sikkerhedskultur. Den kollegiale sikkerhedsbevidsthed kan være en vigtig 
faktor i opbygningen af en positiv patientsikkerhedskultur. 
 
5.4.1 Ledelsens synlighed og engagement 
Her er det særligt interessant at undersøge medarbejdernes opfattelse af 
mellemlederes og topledelsens engagement og synlighed i relation til 
sikkerhed. Flere studier peger på at ledelsens engagement er essentiel og 
afgørende for medarbejdernes engagement i sikkerheden (32, 24, 33). 
Den indsats som medarbejderne typisk udtrykker står således oftest mål 
med den indsats som ledelsen synes at investere i medarbejderen. 
Spørgsmål, som man her vil forsøge at afdække, er dels om ledelsen er 
synligt involveret i sikkerhedsarbejdet, om de prioriterer 
(patient)sikkerhed og om dette er synligt. Derudover er det væsentligt at 
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måle medarbejdernes oplevelse af ledelsens engagement, oprigtighed og 
synlighed generelt, og ikke kun knyttet til sikkerhedsarbejdet.   
 
5.4.2 Resultater 
Inden for kommunikation og samarbejde er der meget få forskelle på 
afsnittenes svar. Der er kun en signifikant forskel mellem de modne og de 
umodne afdelinger, idet de umodne afdelinger er rimelig enige men dog 
signifikant mindre enige end de modne i at afsnittet ”løser de daglige 
problemer på en god måde”. Man er f.eks. lige uenige i at ”man har svært 
ved at rette kolleger, hvis de laver fejl” og at man ”ikke bryder sig om at 
kolleger blander sig, hvis man ikke følger instrukser mv.”  
 
Hvad angår ledelsens synlighed og kommunikation, så er der mange 
signifikante forskelle på afsnittene. De modne afsnit er f.eks. meget mere 
enige end de umodne afsnit i at deres nærmeste leder ”er mere 
opmærksom på patientsikkerhed end andre ledere”, ”har en klar holdning 
til patientsikkerhed”, ”er god til at give klare instruktioner” og de oplever 
at ”godt arbejde anerkendes". 
 
Der er konsekvent forskel på afsnittene i deres opfattelse af ledelsens 
engagement i patientsikkerhed og deres evne til at kommunikere. Dette er 
med til at understrege at ledelsens engagement er nødvendig og helt 
central.  
 
Der er en del forskelle over tid (se figur 6), og i den rigtige retning, men 
ingen er signifikante, og nogle aspekter har ikke ændret sig overhovedet.  
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Hos os prioriterer ledelsen patientsikkerhed lavt i
forhold til effektivitet
Figur 6 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.5 Risikoperception og adfærd 
Risikoperception og adfærd handler bl.a. om afdelingens og ledelsens 
prioritering mellem sikkerhed og produktion. Der kan f.eks. være en 
forskel mellem sygehusledelsen, der fastsætter hospitalets overordnede 
politikker og den daglige ledelse (f.eks. afdelingsledelsen) der oplever at 
stå i det dilemma, at de på den ene side helst vil prioritere sikkerhed, men 
at de på den anden side måles på deres produktivitet. Derfor er det vigtigt 
at få denne dimension beskrevet både på ”overfladen” – hvad er de 
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officielle prioriteter – og under ”overfladen” – hvordan ser den konkrete 
virkelighed og praksis ud (hvordan opleves den af medarbejderne).  
 
Det er ikke ukendt at ledelserne i organisationen kan have en officiel 
politik, der f.eks. hedder ”sikkerhed før produktion”, men at 
medarbejderne oplever dette som ”tom snak” fordi opgaverne i praksis 
ikke kan eller er svære at udføre i den prioriterede rækkefølge. Der kan 
derfor være diskrepans mellem ledelsens udmeldinger, og de 
betingelserne der udstikkes for løsning af opgaverne. Resultatet kan blive, 
at overtrædelser af sikkerhedsregler passerer upåagtet, så længe mængden 
af opgaver løses.  
 
Hvad er medarbejdernes og ledelsens forhold og holdning til procedurer, 
retningslinjer og vejledninger? Er de funktionelle, oplever man dem som 
en hjælp til at udføre opgaven, eller som en begrænsning? Bliver de 
regelmæssigt opdateret?  
 
Er der nogen faktorer (f.eks. tidspres) eller situationer der gør, at 
sikkerhedsregler helt eller delvis tilsidesættes, og hvordan håndteres 
dette? Hvad er holdningen til overtrædelser og hvad er grunden til at man 
vælger at overtræde (hvis man vælger det bevidst)? Er der forskel på den 
enkeltes holdning til overtrædelser sammenlignet med den generelle 
praksis for overtrædelser? Hvad føler medarbejderne stærkest ansvar 
overfor – opgaverne eller sikkerheden? Vil de i visse situationer 
selvstændigt prioritere opgaverne før sikkerhed eller omvendt, og 
hvordan modtages dette af kolleger og ledelse?  
 
Risikoperception kan være en indikation på sikkerhedspraksisen. I hvor 
høj grad løber medarbejderne risici i hverdagen - er det normalt eller er 
det kun under særlige omstændigheder - er det noget de presses til og 
hvorvidt er dette en accepteret del af arbejdet? Den bagvedliggende 
hypotese er, at jo mere risikoadfærd der forekommer jo større er 
sandsynligheden for patientskader. Men hvordan fastsættes overhovedet 
”risikoadfærd”. Ting, der for en udenforstående kan virke risikable, kan 
med en erfaren medarbejders øjne virke trivielle eller ufarlige. Derfor er 
det også vigtigt at denne diskussion tages op i afdelingen og på afsnittet, 
så man gennem dialog kan sætte rammer for en accepteret praksis.  
 
En god metode til at afdække personalets opfattelse af risikoområder er 
bl.a. ved at spørge, hvad medarbejderne tror er årsager til hændelser. 
Dette, vil ikke nødvendigvis være udtryk for sandheden, men det er et 
væsentligt udgangspunkt for en dialog af hvorvidt de perciperede 
risikoområder, også er faktiske risikoområder, og hvor man i så fald skal 
fokusere indsatsen.     
 
5.5.1 Resultater 
I alle afsnit er man generelt meget enig i at man godt ved ”hvad der er 
sikkerhedsmæssigt acceptabelt eller uacceptabelt adfærd”, men alligevel 
er de meget modne afdelinger signifikant mere enige i dette end de 
umodne afdelinger. Samtidig er man i de umodne afdelinger signifikant 
mere enige i at ”mange har et mangelfuldt kendskab til instrukser mm.”. 
 
Hvad angår ledelsens prioritering af sikkerhed er der en tendens til at 
medarbejderne i de umodne afsnit oplever en lavere prioritering af dette, 
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idet de er signifikant mere enige i at ”ledelsen prioriterer patientsikkerhed 
lavt i forhold til effektivitet”, samt at ”når presset er stort vil vores 
nærmeste leder hellere have os til at arbejde effektivt end i 
overensstemmelse med instrukser”.  
 
Medarbejderne bliver spurgt om hvilke grunde de kan have til at ”undlade 
at følge instrukser/procedurer/retningslinjer/vejledninger”, og bliver 
samtidig givet seks mulige (og altså på forhånd definerede) grunde. Den 
stærkeste grund for alle afsnit er at ”der er en faglig begrundelse”, 
dernæst at man ”bliver presset til det pga. arbejdsbelastning” og ”de er for 
upræcise/virker ikke efter hensigten”. Der er samtidig en tendens til at de 
umodne afdelinger generelt er mere enige i grundene, samtidig er der 
signifikant forskel på afsnittene i besvarelsen af de to sidstnævnte grunde.  
 
Resultaterne af før- og eftermålingerne af grunde til at utilsigtede 
hændelser sker, er gengivet i nedenstående figur, for de fem hyppigste 
grunde, ud af elleve på forhånd givne årsager. Som tidligere nævnt er 
disse ikke udtryk for modenhed, men interessant i forbindelse med det 
forebyggende arbejde.  
 
Som det ses i figur 7 er der størst enighed om at ”den store 
arbejdsbelastning” og de mange ”forstyrrelser i arbejdet” er årsag til 
hændelser. Det er foruroligende at sjette pladsen er at ”ukvalificerede 
personale for lov at fortsætte”, her er 47% af alle helt eller noget enige i 
at det kan være en grund.  
Når der indtræffer utilsigtede hændelser i sugehusvæsenet, som 
sandsynligvis kunne være undgået, så sker det fordi:
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Figur 7  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Endvidere er de umodne afdelinger overvejende mere enige i grundene, 
og der er flere signifikante forskelle. De største forskelle på afsnittene 
gælder ”der er for mange afbrydelser i arbejdet”, ”mangelfulde instrukser 
og vejledning vedrørende teknisk udstyr”, ”de uerfarne står uden 
tilstrækkelig opbakning”, og sidst men ikke mindst ”der bliver brugt for 
få ressourcer på patientsikkerhed”.  Der er ingen signifikante forskelle på 
før- og eftermålingerne. 
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5.6 Kompetence, stress og træthed: anerkendelse af 
generelle og egne menneskelige begrænsninger 
Medarbejderes opfattelse af egne og kollegers begrænsninger, 
fejlbarlighed, og reaktioner på træthed, stress, nye situationer og kriser 
udgør et kendt tema inden for sikkerhedskritiske områder (luft- og søfart) 
(34, 35, 36, 37). Det er én af grundantagelserne bag den nu universelt 
accepterede og efterhånden obligatoriske undervisning i Crew Resource 
Management (CRM) for trafikpiloter, at piloter skal opnå forståelse for, at 
deres indsats normalt bliver mindre sikker, hvis de f.eks. er påvirket af 
træthed eller arbejder med nye/uerfarne kolleger (38, 39). Denne type 
undervisning/træning er visse steder udvidet og tilpasset skibsofficerer, 
flyveledere, nukleart personale, anæstesiologer; men normalt er CRM-
kurser ikke myndighedsbestemte for disse brancher. De emner der 
normalt udspørges om inden for denne dimension vedrører fænomener 
som kan påvirke sikkerhed og effektivitet (performance shaping factors). 
For næsten alle punkter vedrører det respondentens opfattelse af hvordan 
den pågældende faktor påvirker ham eller hende selv samt kolleger.  
 
Faktorerne omfatter 
à stress og personlige bekymringer, træthed 
à utrænede/uerfarne kolleger 
à ny automatisering / nyt udstyr-interface / nye procedurer etc. 
à træning / uddannelse  
à teamwork - samarbejdsklima 
 
Endvidere har man normalt i denne sammenhæng emner, der afdækker 
respondentens holdninger til fejlbarlighed og overtrædelser af "standard 
operating procedures". Antagelsen er at respondenter med "sikre” 
holdninger anerkender, at alle mennesker kan fejle, og at 
procedureovertrædelser ikke er acceptable undtagen muligvis under 
ekstraordinære omstændigheder (berørt under afsnit 5.5).   
 
5.6.1 Arbejdsmiljø / psykosociale forhold 
Arbejdsmiljø og sikkerhedskultur er tæt forbundet og vil påvirke hinanden 
gensidigt. Hypotesen i dette projekt er, at et godt arbejdsmiljø også vil afføde 
en god sikkerhedskultur, og at man derfor ved at forbedre arbejdsmiljøet kan 
forbedre sikkerhedskulturen (og omvendt). Flere af de andre 
sikkerhedskulturelle faktorer berører aspekter, som også handler om 
arbejdsmiljø, f.eks. tillid og samarbejde. Derudover handler arbejdsmiljø om 
det psykiske arbejdsmiljø. Oplever medarbejderne f.eks. at de får støtte og 
opbakning, kan de magte opgaverne, føler de sig kompetente, får de den 
nødvendige træning, har de gode kolleger, bliver de hørt og forstået af 
ledelsen, bliver de presset, og er de motiverede og engagerede i deres 
arbejde? Hvor tilfredse er de med deres job? Føler de at har indflydelse på 
deres arbejde, bliver der taget hensyn eller bliver beslutninger taget over 
deres hoved? Oplever de at deres arbejde er meningsfuldt? Hvis man har et 
godt arbejdsmiljø, vil potentialet for at udvikle en god sikkerhedskultur være 
langt større, end hvis ikke. Medarbejdere som er utilfredse føler sig normalt 
mindre motiverede og engagerede i f.eks. forslag fra ledelsen og vil ofte være 
i opposition til ændringer mm.. Selvom arbejdsmiljø handler om 
medarbejdernes velvære, så vil medarbejdernes tilfredshed alt andet lige have 
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en afsmittende effekt på patientsikkerheden, og netop derfor bør arbejdsmiljø 
og sikkerhedskultur ses som to forbundne størrelser.6  
 
5.6.2 Resultater 
Der er meget få signifikante forskelle på afsnittene i forbindelse med 
denne faktor. F.eks. er næsten alle helt enige i at ”enhver kan begå fejl”, 
at man er ”mere tilbøjelig til at begå fejl i en presset situation”, at man er 
”mindre effektiv, hvis (jeg) er stresset” Samtidig er de meget modne 
afsnit dog signifikant mere enige i at de ”vil spørge andre om hjælp, hvis 
der er stor arbejdsbelastning”, og interessant nok også mere enige i at 
deres egen indsats ”ikke påvirkes negativt af at arbejde med uerfarne 
kolleger”, ligesom de også mener at deres ”evne til at tage beslutninger er 
lige god uanset om der er tale om nødsituationer eller rutinemæssige 
forhold”. Det vil altså sige at de modne afsnit generelt er mere selvsikre, 
og derfor dårligere til at anerkende deres egne menneskelige 
begrænsninger – altså i modstrid med det budskab der undervises i CRM-
type kurser. Men det kan jo også være at medarbejdere inden for 
sygehusvæsenet fungerer anderledes (end luftfart, søfart mv.) hvad disse 
aspekter angår. En sådan konklusion kan man imidlertid ikke drage på 
dette forholdsvis beskedne datagrundlag, men under alle omstændigheder 
er det væsentligt at diskutere forventningerne til disse aspekter på 
afsnittet.       
 
Derudover er der 42% i alle afsnittene der er helt eller noget enige i ”at 
nogle medarbejder ikke holder sig ajour med faglig viden”, og 77% i at 
”sygehuspersonalets viden og færdigheder bør regelmæssigt vurderes”, 
mens 71% er helt eller noget uenig i at ”der ikke er tilstrækkeligt med 
midler til efteruddannelse”. Det er også tankevækkende at 48% oplever, 
at de ikke ”har tilstrækkelig tid til at færdigbehandle patienter 
forsvarligt”, og her er det især de umodne afsnit, som er enige heri. De 
umodne afdelinger er også markant mere uenige i at ”nyansatte får en 
grundig introduktion vedrørende patientsikkerhed”.  
 
Hvad angår arbejdsmiljø er der en forholdsvis stor enighed om, at 
”arbejdspladsen har stor personlig betydning”, og at ”arbejdsopgaverne er 
meningsfulde”, men dog således at de umodne afsnit er signifikant 
mindre enige i disse aspekter.  
                                                     
6 En del af spørgsmålene om arbejdsmiljø stammer fra Arbejdsmiljøinstituttets psyko-
sociale spørgeskema, som har været anvendt i meget stort antal undersøgelser af 
danske og udenlandske virksomheder (40). 
 
24  Risø-R-1471(DA) 
6 Vurdering af effekt af intervention 
Overordnet kan man sige at undersøgelsen viser, at intervention har haft 
en lille effekt, og at effekten er positiv over for sikkerhedsklima. Data fra 
’før’ og ’efter’ interventionen demonstrerer således en beskeden effekt i 
den forventede retning. At effekten er så relativt beskeden, målt ud fra 
vores spørgeskemadata, kan der gives flere hypotetiske forklaringer på:  
 
- For det første var grupperne små, især kontrolgruppen (henholdsvis 
63 og 58 i 2003 og 2004) – hvilket jo bl.a. hænger sammen med den 
lave svarprocent. Til trods for flere forskelle i forventede retning, så 
er disse forskelle ikke statistisk signifikante i forhold til det skrappe 
krav om en signifikans niveau på (p < 0,001). Imidlertid tenderer flere 
af forskellene at være marginalt signifikante knap (p < 0,05). 
 
- punkter kan iagttages forskelle - at man ikke kan konkludere at 
forskellene er Der er flere store og signifikante forskelle i 
testgruppen, medens kontrolgruppen viser mange store forskelle - 
men få signifikante. Det har derfor heller ikke været meningsfuldt 
statistisk set, at undersøge for forskelle på de enkelte afsnit, idet disse 
grupper følgelig har været endnu mindre (fra 16 – 36 personer).    
 
- For det andet lå flere af interventionsafsnittene allerede højt fra start, 
idet disse afsnit var opsat på at medvirke i pilottesten af 
rapporteringssystemet. Det vil alt andet lige være sværere at måle en 
forbedret effekt på afdelinger som allerede har en relativ positiv 
sikkerhedskultur, mens potentialet for forandring er større for de 
umodne afdelinger, hvilket derfor også har vist sig i ”efter” 
målingerne, idet kontrolgruppen rent faktisk viser forbedringer inden 
for visse faktorer.  
 
- For det tredje er det blevet os bekendt at mindst en af de afsnit der 
indgik i kontrolgruppen, i interventionsperioden har gjort en betydelig 
indsats i forbindelse med patientsikkerhedsarbejdet. Dette kan delvis 
forklare den relativt markante forbedring af de sikkerhedskulturelle 
aspekter, som sås i kontrolgruppen. Heldigvis, er de ændringer der er 
sket i interventionsperioden, i de fleste tilfælde, af positiv karakter - 
uanset om vi ser på testgruppen eller kontrolgruppen. Dette er i sig 
selv et skridt i den rigtige retning af udviklingen af en positiv 
sikkerhedskultur.  
 
- For det fjerde er tidsperioden på 4 måneder næppe tilstrækkelig til at 
påvise store kulturelle forandringer på alle parametre. 
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7 Konklusion 
Der må konkluderes at effekten af interventionen ikke har været så 
markant, som det var ønsket, men at der er flere gode (hypotetiske) 
forklaringer herpå. Til gengæld viser resultaterne at der er stor forskel på 
niveauet af sikkerhedskultur i amtet, og at denne spænder fra hvad man i 
tilsvarende undersøgelser kan betegne som meget moden til umoden. Det 
gennemsnitlige niveau af sikkerhedskultur i amtets undersøgte afsnit må 
siges at være tilfredsstillende, om end der tydeligvis er plads til 
forbedringer. Det interessante er imidlertid, at resultaterne viser at 
forskellene mellem afsnittene er konsistente: det vil sige at der er en 
tendens til, at når et afsnit udviser et højt [lavt] niveau af sikkerhedskultur 
på en faktor, da vil den også udvise et højt [lavt] niveau på de andre 
faktorer. Resultaterne viser at særligt spørgsmål om rapportering og 
læring, tillid og retfærdighed, kommunikation og samarbejde, samt 
ledelsens synlighed og engagement på konsistent vis opdeler afsnittene, 
medens den samme tendens – men i mindre udpræget grad – gælder for 
ansvar og risikoperception og risikoadfærd. Hvad angår den 
sikkerhedskulturelle faktor der omhandler kompetence, stress og træthed, 
viste resultaterne, at man ikke i alle tilfælde direkte kan aflede niveauet af 
sikkerhedskultur. Det faktum at de såkaldte ”meget modne” afsnit i højere 
grad end de andre afsnit udviste selvsikkerhed kan tydes i to retninger (og 
begge kan være sande): på den ene side vidner det om at man ikke 
nødvendigvis i alle henseender kan betegnes som sikkerhedskulturel 
”moden”, idet man udviser manglende anerkendelse af menneskelige 
begrænsninger; på den anden side kan det indikere at afdelinger som føler 
sig eller faktisk er pressede i højere grad er opmærksomme på, at der skal 
meget lidt til for at det kan gå galt. Med andre ord, at de der er i et 
arbejdsmiljø hvor man er tættere på kanten af ydeevnen, er mere 
opmærksomme på at faktorer som træthed og stress påvirker ydeevnen, 
medens man omvendt på de afsnit hvor man ikke føler sig stresset mener 
at man er langt fra kanten af ydeevnen, at hverken træthed eller uerfarne 
kolleger vil udgøre en fare. Under alle omstændigheder kræver dette 
aspekt mere forskning i forbindelse med sygehuspersonale, ikke mindst 
fordi der kan være specialeafhængige grunde til at man svarer som man 
gør.  
 
Undersøgelsen hovedresultat er således at der er fundet konsistente 
forskelle mellem de i denne undersøgelse omfattede afsnit. Idet de 
undersøgte sikkerhedskulturelle faktorer er identificeret på baggrund af 
tidligere undersøgelser og litteratur om sikkerhedskultur og idet de viser 
sig at hænge konsistent sammen i den nærværende undersøgelse, 
konkluderes der at en indsats for at fremme en positiv sikkerhedskultur 
bør målrettes mod disse faktorer; og endelig, at en synlig og engageret 
ledelse er altafgørende 
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8 Anbefalinger 
Hvad kan man konkret gøre for at udvikle en positiv sikkerhedskultur? 
Der er så vidt det har kunnet konstateres meget få empiriske 
undersøgelser, der har søgt at kortlægge effekten af sikkerhedskulturelle 
interventioner (41, 13, 42, 43). Erfaringen inden for luftfart viser god 
effekt af bearbejdning af sikkerhedskultur gennem CRM-type 
gruppetræning/-undervisning med fokus på at opbygge fælles forståelse af 
faktorer, der påvirker kommunikation, koordination, læring af erfaring, 
indsigt i fejlmuligheder, holdninger til procedurer m.v. På denne 
baggrund og på baggrund af undersøgelsens resultater anbefales det 
derfor: At man i det enkelte afsnit for det første søger at udarbejde en 
fælles erkendelse af hvilke barrierer, der skal overvindes for at sikre en 
systematisk erfaringsopsamling og læring af utilsigtede hændelser. At 
man for det andet, så vidt muligt, søger at skabe forandringer i de 
eksisterende traditioner og ”historier” gennem synliggørelse og 
afskaffelse af tilbøjeligheder til at ”gå efter manden”, frem for ”efter 
bolden”, når der sker utilsigtede hændelser.7 
 
At man på alle niveauer i organisationen søger at skabe (registrere og 
genfortælle) nye ”historier” om hvordan man har klaret at lære af 
hændelser, hvordan personale, som alle ser op til, kan berette om egne 
fejl, og om hvordan ledelsen i afsnittet bekymrer sig om både patienter og 
personale. Man bør i organisationen arbejde med den interne 
kommunikation og specielt hvad angår formidling af den nye mission: 
rapportering af fejl og hændelser for læringens og forebyggelsens skyld. 
Dette kan bl.a. gøres gennem en synliggørelse af afdelingens 
værdigrundlag (og, hvis det er aktuelt, gennem en formulering af dette), 
gennem interne nyhedsblade, opslagstavler, på-vej-hjem debatmøder etc.. 
Og endelig kan man også forsøge at opbygge nye netværk i 
organisationen, f.eks. i form af erfa-grupper, netværk af 
patientsikkerhedsansvarlige e.l..  
 
Det er vigtigt at den nye lov om rapportering af utilsigtede hændelser og 
Frederiksborg Amts Sundhedsvæsens eget rapporteringssystem for 
utilsigtede hændelser fra starten bliver koblet direkte til lokal læring, 
således at den enkelte afdeling oplever, at rapporteringen og 
bearbejdningen af hændelser giver mening i dagligdagen, og at indsatsen 
nytter og påskønnes.8  
 
 
                                                     
7 For mere om kulturændring og forandringsstrategier se bidrag af Marlene Dyrløv 
Madsen om udvikling af sikkerhedskultur i det danske sygehusvæsen i kommende 
publikation: ”Håndbog i Human Ressource Management” redaktører Steen 
Hildebrandt og Torben Andersen, 2004, Børsens Forlag. 
8 Se i øvrigt Lipczak, H., DSI Institut for Sundhedsvæsen, DSI rapport 2004.05, Pilottest 
af FAS’ rapporteringssystem til utilsigtede hændelser. 
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Bilag: Spørgeskema 
 
På næste side følger spørgeskemaet “Sikkerhedskultur på sygehuse”, som 
blev anvendt i Frederiksborg amt (januar 2004 udgaven). 
 
Spørgeskema historik 
Spørgeskemaet ”Sikkerhedskultur på Sygehuse” er udviklet parallelt med 
udviklingen af to andre spørgeskemaer, et til bygge- og anlægs branchen, 
samt produktionsvirksomheder i Danmark, og et andet (SCQPI) til 
procesindustri i EU-regi (ARAMIS), og er således i høj grad inspireret af 
dette arbejde. Især arbejdet med førstnævnte spørgeskema, et tværfagligt 
samarbejde mellem Arbejdsmedicinsk Klinik på Herning Sygehus; Kent 
J. Nielsen, Kurt Rasmussen, Ole Carstensen, Ole Nørby Hansen, 
Arbejdsmiljøinstituttet; Johnny Dyreborg og Kim Lyngby Mikkelsen, 
Forskningscenter Risø; Henning B. Andersen og undertegnede, har været 
utrolig befordrende og centralt i udviklingen af det forhåndenværende 
spørgeskema. Derfor vil der også kunne findes overlappende dele i de tre 
skemaer, bl.a. med henblik på videre forskning, sammenligninger af 
domæner mm..  
 
Derudover er der dele af spørgeskemaet (af forskningsmæssig relevans), 
som oprindeligt stammer fra det (nationale) spørgeskema, som blev 
udviklet og brugt i forbindelse med ”Projekt om krav til et 
registreringssystem for utilsigtede hændelser på sygehuse”; Henning Boje 
Andersen, Niels Hermann, Marlene Dyrløv Madsen, Thomas Schiøler og 
Doris Østergaard (se reference 5 og 6). Med visse modifikationer drejer 
det sig om sektionerne ”B. Rapportering – tilbageholdenhed”, ”H. 
Tanken om fejl” og ”Årsager til hændelser/fejl”.  
 
Spørgeskemaet er, med hjælp fra Doris Østergaard, Dansk Institut for 
Medicinsk Simulation (DIMS), blevet testet over flere gange af både 
læger og sygeplejersker i Københavns amt (ud over den konstruktive 
kritik fra samarbejdspartnerne, herunder fagfolk). Endvidere er en 
forkortet udgave af spørgeskemaet blevet anvendt på fire afdelinger på 
Amtssygehuset Herlev i Københavns amt, understøttet af interview med 
både ledelsen og medarbejdere i et samarbejdsprojekt med Københavns 
amt, DIMS og BST Danmark (disse resultater ventes publiceret).  
 
Det forventes at et statistisk valideret og yderligere forkortet spørgeskema 
vil være tilgængeligt i efteråret 2004.  
 
Til sidst kan det nævnes at spørgeskemaet ”Sikkerhedskultur på 
Sygehuse” i en arbejdsrapport (1B/2004) udarbejdet af Norges Teknisk 
Naturvitenskapelige Universitet (NTNU): ”Sikkerhedskultur i 
transportsektoren - Metoder for kartlegging af sikkerhetskultur: 
Evaluering av noen eksisterende verktøy”, blev vurderet som det bedste - 
ud af syv værktøjer/spørgeskemaer - til at kortlægge sikkerhedskultur. 
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 SPØRGESKEMA 
 
Kære medarbejder i sundhedsvæsenet i Frederiksborg Amt 
 
I Danmark indførtes den 1.1.2004 et nationalt system til rapportering og læring af fejl. Erfaringer viser, at et 
sådan systems succes afhænger af personalets rapporteringsvillighed samt sikkerhedskulturen på den enkelte 
afdeling. Det er således væsentlig at kende kulturen på afdelingen. 
 
Formålet med denne spørgeskemaundersøgelse er derfor at måle kulturen på udvalgte afdelinger på 
sygehusene i Frederiksborg Amt ved at belyse personalets opfattelse af, hvordan fejl og utilsigtede hændelser 
tackles i hverdagen, samt deres oplevelse af den generelle praksis på egen afdeling.  
 
Der har i efteråret 2003 været foretaget en pilottest på enkelte afsnit i amtet af et rapporteringssystem for 
utilsigtede hændelser. Denne pilottest er afsluttet 15. januar 2004. Dette spørgeskema indgår som et led i 
pilottesten og er et forskningssamarbejde mellem Frederiksborg Amt og Afdelingen for Systemanalyse på 
Forskningscenter Risø. Data fra spørgeskemaundersøgelsen indgår i et ph.d. projekt, der udføres på Risø og 
Roskilde Universitetscenter. Spørgeskemaet er identisk med det der blev sendt ud i maj/juni 2003. 
 
Vi henvender os til dig, da dit afsnit indgår i undersøgelsen. Kvaliteten af undersøgelsen afhænger bl.a. af 
svarprocenten – vi håber derfor, at du vil hjælpe ved at bruge de ca. 30 minutter, det tager at besvare 
spørgeskemaet. Hvis du af tidsmæssige grunde ønsker det, må du gerne udfylde skemaet på arbejde. Vi vil 
bede dig om ikke at diskutere skemaet med kolleger, inden du har besvaret det, da vi er interesseret i din 
personlige mening og holdning.  
 
Der findes hverken rigtige eller forkerte svar, og derfor vil det oftest være det svar, som først falder dig ind, 
der er mest dækkende. Alle besvarelser vil blive behandlet helt anonymt. Data analyseres i ph.d.-projektet 
på Risø og selv om det principielt ville være muligt at identificere svar fra enkeltpersoner i visse tilfælde, vil 
dette under ingen omstændigheder blive gjort og der vil således heller ikke tilgå resultater herom til  
Frederiksborg Amt.  
 
Spørgeskemaundersøgelsen har høj ledelsesmæssig opbakning og støttes dermed også af din afdelings- og 
afsnitsledelse. 
 
Du bedes venligst returnere det udfyldte skema i den frankerede svarkuvert senest 14 dage efter 
modtagelse. 
 
Hvis du har spørgsmål til skemaet er du velkommen til at kontakte: 
 
  Inge Ulriksen 
 RiskEnheden, FoQUS 
 imu@fa.dk 
tlf.: 4829 4664 
 
På forhånd tak for din besvarelse og din tid 
 
Med venlig hilsen 
Anne Mette Fugleholm, Kvalitetschef, FoQUS  
Tove Tovgaard, Kontorchef, Patientservice 
Inge Ulriksen, RiskEnheden, FoQUS 
Marlene Dyrløv Madsen, ph.d.-studerende, Forskningscenter Risø 
Terminologi: 
 
Ved en utilsigtet hændelse forstås en begivenhed, der påfører patienten en skade eller risiko for 
skade, og hvor skaden ikke skyldes patientens underliggende sygdom. Utilsigtede hændelser 
dækker både komplikationer og fejl. Ved fejl forstås en mangelfuld gennemførelse af plan eller valg 
af forkert plan til at opnå et bestemt mål.  
 
Vi har for enkeltheds skyld i dette skema valgt at tale om "hændelser/fejl" under et. Med 
udtrykkene "Hos os" og ”Vores ledere” refereres henholdsvis til den afdeling eller det afsnit, hvor 
du arbejder, og lederne i dem.  
 
A. Rapportering – formål, feedback og ændringer  
Angiv venligst din enighed/uenighed i følgende udsagn –
sæt et kryds (X) for hvert udsagn Helt uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
1. Hos os bruges viden/rapporter om hændelser/fejl til at 
forebygge fremtidige hændelser/fejl...................................... F F F F F 
2. Hos os har ledelsen meldt klart ud, at de ønsker at vi 
fortæller om hændelser/fejl for at kunne lære af dem........... F F F F F 
3. Hos os taler vi altid sammen om de 
sikkerhedsmæssige aspekter, når der er sket en 
hændelse/fejl ........................................................................ F F F F F 
4. Hos os får vi altid en konstruktiv feedback, hvis vi 
melder/fortæller om hændelser/fejl ....................................... F F F F F 
5. Hos os bliver forløb og årsager ofte gennemgået for os 
af vores nærmeste leder, når der er sket en hændelse/fejl .. F F F F F 
6. Jeg er selv villig til at melde enhver hændelse/fejl, 
uanset årsag ......................................................................... F F F F F 
7. Jeg har ikke oplevet, at der er kommet nogen gavnlige 
virkninger ud af, at der er blevet meldt om hændelser/fejl .... F F F F F 
8. Hos os bliver viden/rapporter om hændelser/fejl aldrig 
brugt til at opdatere instrukser / procedurer / retningslinjer 
/ vejledninger ........................................................................ F F F F F 
9. Hos os bliver viden/rapporter om hændelser/fejl aldrig 
brugt til at opdatere træning af medarbejdere....................... F F F F F 
10. Hos os er det normalt at evaluere arbejdsgange og 
diskutere mulige forbedringer ............................................... F F F F F 
11. Der har været situationer, hvor jeg har været 
tilbageholdende med at omtale hændelser/fejl overfor min 
nærmeste leder..................................................................... F F F F F 
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B. Rapportering – tilbageholdenhed 
 
12. Antag, at du blev involveret i en hændelse/fejl. Hvilke af de følgende forhold  
      kunne holde dig fra at omtale hændelsen/fejlen overfor din nærmeste leder:  
 
Angiv venligst din enighed/uenighed i hvert udsagn –sæt 
et kryds (X)  
Helt 
uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
a. Der er ikke tradition for at omtale hændelser/fejl ............ F F F F F 
b. Det forøger arbejdsmængden......................................... F F F F F 
c. Jeg vil ikke spilde min leders tid med noget, der ikke 
kan gøres om .................................................................. F F F F F 
d. Udfaldet af hændelsen gør det ofte unødvendigt............ F F F F F 
e. Det kan gå ud over min fremtidige ansættelse eller 
karriere............................................................................ F F F F F 
f. Jeg kan risikere, at pressen begynder at skrive om det.. F F F F F 
g. Jeg ønsker ikke at fremstå som en dårlig medarbejder .. F F F F F 
h. Der kommer alligevel ingen forbedringer på vores 
afdeling ved at omtale hændelser/fejl ............................. F F F F F 
i. Jeg føler mig ikke tryg ved at bringe mine 
hændelser/fejl frem ......................................................... F F F F F 
j. Andet (angiv):  
 
 
 
 
C. Rapportering - undersøgelse 
Angiv venligst dit svar for hvert udsagn –sæt et kryds (X)
Ja Nej    
13. Har du været involveret i en hændelse/fejl på din 
nuværende afdeling .............................................................. F F    
14. Hvis ja, resulterede det i en eller anden type af 
undersøgelse ........................................................................ F F    
15. Hvis ja, hvilken type undersøgelse?  
-  sæt et eller flere kryds (X)      
a. En intern undersøgelse i afdelingen/ afsnittet................. F     
b. En patientklagesag ......................................................... F     
c. En patienterstatningssag ................................................ F     
d. En anden type................................................................. F Angiv:_____________________ 
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 - fortsat Ja Nej    
16. Mener du, at årsagerne til hændelsen/fejlen blev 
identificeret ........................................................................... F F    
17. Mener du, at der kom nogle positive ændringer ud af 
undersøgelsen ...................................................................... F F    
18. Foregik denne undersøgelse inden for de seneste 6 
måneder................................................................................ F F    
a. Beskriv gerne undersøgelsesprocessen:______________________________________________ 
_________________________________________________________________________________
_________________________________________________________________________________ 
 
D.  Ansvar  
19. Hvem mener du bør tage ansvaret for patientsikkerheden på din afdeling? 
Angiv venligst din holdning til hvert udsagn –sæt et 
kryds (X)  
I 
meget 
høj 
grad 
I høj 
grad 
Del
vis 
I 
mindre 
grad 
I 
meget 
ringe 
grad 
Ved 
ikke 
a. Sygehusledelsen............................................................ F F F F F F 
b. Afdelingsledelsen........................................................... F F F F F F 
c. Afsnitsledelsen............................................................... F F F F F F 
d.  Den behandlingsansvarlige læge.................................. F F F F F F 
e. Lægegruppen................................................................. F F F F F F 
f. Sygeplejerskegruppen ................................................... F F F F F F 
g. Social og sundhedsassistenterne / sygehjælperne........ F F F F F F 
h. Jeg selv.......................................................................... F F F F F F 
20. Hvem mener du faktisk tager ansvaret for patientsikkerheden på din afdeling? 
Angiv venligst din holdning til hvert udsagn –sæt et 
kryds (X)  
I 
meget 
høj 
grad 
I høj 
grad 
Del
vis 
I 
mindre 
grad 
I 
meget 
ringe 
grad 
Ved 
ikke 
a. Sygehusledelsen............................................................ F F F F F F 
b. Afdelingsledelsen........................................................... F F F F F F 
c. Afsnitsledelsen............................................................... F F F F F F 
d. Den behandlingsansvarlige læge................................... F F F F F F 
e. Lægegruppen................................................................. F F F F F F 
f. Sygeplejerskegruppen ................................................... F F F F F F 
g. Social og sundhedsassistenterne / sygehjælperne........ F F F F F F 
h. Jeg selv.......................................................................... F F F F F F 
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E.  Ansvar - patienter, kolleger, ledelse 
Angiv venligst din enighed/uenighed i hvert udsagn –sæt 
et kryds (X)  Helt uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
21.Hos os er man omhyggelig med at informere patienter 
efter hændelser/fejl, der har eller kan have konsekvenser 
for patienten.......................................................................... F F F F F 
22. Jeg ved nøjagtigt, hvad der forventes af mig i mit 
arbejde.................................................................................. F F F F F 
23. Jeg er helt klar over, hvad der er mine 
ansvarsområder.................................................................... F F F F F 
24. Den enkelte kan gøre meget mere for at undgå 
patientskader ........................................................................ F F F F F 
25. Vores ledelse kunne gøre meget mere for at undgå 
patientskader ........................................................................ F F F F F 
26. Vores ledelse har en god fornemmelse for hvilke typer 
af fejl, der faktisk forekommer hos os ................................... F F F F F 
27. Sygehuspersonale har et professionelt ansvar for at 
reagere på hændelser/fejl, som kunne skade patienter........ F F F F F 
28. Patienten kan ofte selv hjælpe til med at forhindre 
hændelsen/fejlen .................................................................. F F F F F 
29. Hvis mine kolleger ikke følger instrukser / procedurer / 
retningslinjer / vejledninger, blander jeg mig ikke i det ......... F F F F F 
30. Min ledelse har krav på at blive orienteret, når der er 
sket en hændelse/fejl ............................................................ F F F F F 
31. Patienter har krav på at blive orienteret, når der 
indtræffer en hændelse/fejl med konsekvenser .................... F F F F F 
32. Hos os er vi helt klar over, hvem der gør hvad i det 
daglige .................................................................................. F F F F F 
33. Mine kolleger tilbageholder undertiden information 
over for patienter om hændelser/fejl, der har eller kan 
have konsekvenser for patienten.......................................... F F F F F 
34. Jeg tilbageholder undertiden information over for 
patienter om hændelser/fejl, der har eller kan have 
konsekvenser for patienten................................................... F F F F F 
a. Hvis du har tilbageholdt information over for patienten, må du gerne angive grund(e):  
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F. Kompetence, stress, træthed 
Angiv venligst din enighed/uenighed i hvert udsagn –sæt 
et kryds (X)  Helt uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
35. Jeg er mere tilbøjelig til at begå fejl i en presset 
situation ................................................................................ F F F F F 
36. Jeg er bekymret for, at nogle af medarbejderne hos os 
ikke holder sig ajour med faglig viden................................... F F F F F 
37. Jeg er mindre effektiv, hvis jeg er stresset eller træt....... F F F F F 
38. Jeg spørger andre om hjælp, når der er stor 
arbejdsbelastning.................................................................. F F F F F 
39. Min indsats bliver ikke påvirket negativt af at arbejde 
med uerfarne kollegaer......................................................... F F F F F 
40. Min evne til at tage beslutninger er lige god, uanset 
om der er tale om nødsituationer eller rutinemæssige 
forhold................................................................................... F F F F F 
41. Set i bakspejlet har min uddannelse forberedt mig 
godt til at praktisere i den virkelige verden............................ F F F F F 
42. Enhver kan begå fejl ....................................................... F F F F F 
43. Sygehuspersonalets viden og færdigheder bør 
regelmæssigt vurderes ......................................................... F F F F F 
44. Hos os er der tilstrækkeligt med midler til 
efteruddannelse .................................................................... F F F F F 
45. Hos os får nyansatte en grundig introduktion 
vedrørende patientsikkerhed ................................................ F F F F F 
46. Hvis jeg spørger om hjælp, fremstår jeg som 
inkompetent .......................................................................... F F F F F 
47. Jeg bliver flov, hvis jeg begår fejl foran mine kolleger..... F F F F F 
48. Jeg føler skyld over de fejl, som jeg har lavet eller 
været involveret i .................................................................. F F F F F 
49. Jeg ser frem til at komme på arbejde hver dag............... F F F F F 
50. Jeg nyder at fortælle om min arbejdsplads til andre 
mennesker ............................................................................ F F F F F 
51. Jeg føler, at arbejdspladsens problemer også er mine ... F F F F F 
52. Jeg oplever, at min arbejdsplads har stor personlig 
betydning for mig .................................................................. F F F F F 
53. Hos os bliver godt arbejde anerkendt ............................. F F F F F 
54. Hvis jeg brokker mig over dårlige arbejdsforhold 
mister jeg muligheden for forfremmelse................................ F F F F F 
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G.  Tillid, motivation og engagement   
 
Angiv venligst din enighed/uenighed i hvert udsagn –sæt 
et kryds (X)  
Helt 
uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
55. Min nærmeste leder er ikke bange for at indrømme 
sine fejl.................................................................................. F F F F F 
56. Min nærmeste leder udviser generelt stor tillid til sine 
medarbejdere........................................................................ F F F F F 
57. Min nærmeste leder er ikke god til at støtte personale 
efter alvorlige hændelser ...................................................... F F F F F 
58. Min nærmeste leder handler beslutsomt, når der 
opstår problemer omkring patientsikkerhed.......................... F F F F F 
59. Hos os støtter ledelsen aktivt forslag fra personalet 
om forbedringer af patientsikkerheden ................................. F F F F F 
60. Hos os har medarbejderne og ledelsen generelt stor 
tillid til hinanden .................................................................... F F F F F 
61. Hos os sker der sjældent ændringer, før tingene er 
gået galt ................................................................................ F F F F F 
62. Hos os bliver patientsikkerhed taget alvorligt og er 
ikke kun facade..................................................................... F F F F F 
63. Jeg har generelt stor tillid til min nærmeste leder............ F F F F F 
64. Jeg er tilfreds med den måde jeg informeres på om 
vigtige spørgsmål, der vedrører mit arbejde ......................... F F F F F 
65. Jeg synes, at mine arbejdsopgaver er meningsfulde...... F F F F F 
66. Jeg synes, at jeg yder en vigtig arbejdsindsats............... F F F F F 
67. Jeg føler mig motiveret og engageret i mit arbejde......... F F F F F 
68. Jeg bliver rost/anerkendt, hvis jeg handler hurtigt for 
at afdække en alvorlig fejl ..................................................... F F F F F 
69. Jeg har tilstrækkeligt tid til at færdigbehandle patienter 
forsvarligt .............................................................................. F F F F F 
 
H.  Tanken om fejl  
 
70. Tanken om at begå en fejl, som kan få alvorlige konsekvenser for en patient… 
Sæt et kryds (X) for hvert udsagn  
Aldrig 
Nu og 
da Ofte   
a. - får mig til at overveje at opgive mit arbejde .................. F F F   
b. - tynger mig ..................................................................... F F F   
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I. Retfærdighed 
Angiv venligst din enighed/uenighed i hvert udsagn –sæt 
et kryds (X)  Helt uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
71. Hvis mine kolleger forårsager hændelser/fejl ved 
ligegyldighed bliver de holdt ansvarlige ................................ F F F F F 
72. Hos os kan lederne godt skelne mellem hændelige 
uheld og ligegyldighed .......................................................... F F F F F 
73. Hos os kigger man især på årsager, der vedrører de 
ansatte, og ikke på systemforhold, når patientskader eller 
hændelser/fejl bliver undersøgt............................................. F F F F F 
74. Hos os bliver man altid behandlet retfærdigt, hvis man 
er involveret i en hændelse/fejl ............................................. F F F F F 
75. Hos os bliver man ofte udsat for kritik, hvis man 
kommer til at begå en fejl...................................................... F F F F F 
76. Hos os viger ledelsen tilbage for at løse problemer 
med besværlige medarbejdere ............................................. F F F F F 
77. Hos os fokuserer man på skyld, når der går noget galt... F F F F F 
78. Hvis vores ledelse finder ud af at jeg har lavet en fejl, 
vil jeg få en påtale................................................................. F F F F F 
 
J. Ledelsesstil 
Læs venligst følgende beskrivelse af 4 ledertyper og besvar spørgsmålene nedenfor. 
Type 1. Tager som regel hurtige beslutninger umiddelbart og meddeler dem til sine medarbejdere 
klart og tydeligt. Forventer at de loyalt følger beslutningerne uden at gøre indsigelser. 
Type 2. Tager som regel hurtige beslutninger, men før de iværksættes, forsøges de forklaret i 
mindste detalje til medarbejderne. Giver medarbejderne baggrunden for beslutninger, og 
svarer på et hvilket som helst spørgsmål. 
Type 3. Rådfører sig som regel med sine medarbejdere, før en beslutning tages. Lytter til deres 
råd, overvejer dem, og meddeler herefter sin beslutning. Han/hun forventer derefter, at 
medarbejderne arbejder loyalt med at iværksætte beslutningen, uanset om den blev taget 
i overensstemmelse med deres råd. 
Type 4. Indkalder som regel til et møde med sine medarbejdere, når der skal tages en vigtig 
beslutning. Fremlægger problemet for gruppen og opfordrer til diskussion. Accepterer 
flertalsafgørelse. 
 
 
 79. Hvilken af ovennævnte ledertyper, ville du helst arbejde under? - sæt ét kryds  
  
Type 1     Type 2     Type 3     Type 4   
  
 80. Hvilken af ovennævnte ledertyper arbejder du faktisk oftest under? - sæt ét kryds  
  
Type 1     Type 2     Type 3     Type 4   
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K. Ledelsens synlighed og kommunikation 
 
Angiv venligst din enighed/uenighed i hvert udsagn –sæt 
et kryds (X)  
Helt 
uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
81. Min nærmeste leder er god til at give klare 
instruktioner .......................................................................... F F F F F 
82. Min nærmeste leder er mere opmærksom på 
patientsikkerhed end andre ledere, jeg kender..................... F F F F F 
83. Min nærmeste leder er dårlig til at tage sig af de 
væsentlige problemer ........................................................... F F F F F 
84. Hos os har ledelsen en klar holdning til 
patientsikkerhed.................................................................... F F F F F 
85. Hos os prioriterer ledelsen patientsikkerhed lavt i 
forhold til effektivitet .............................................................. F F F F F 
 
 
L. Kommunikation og samarbejde 
 
Angiv venligst din enighed/uenighed i hvert udsagn –sæt 
et kryds (X)  
Helt 
uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
86. Jeg har svært ved at rette kolleger, hvis de laver fejl ...... F F F F F 
87. Jeg bryder mig ikke om, at kolleger blander sig, hvis 
jeg ikke følger instrukser / procedurer / retningslinjer / 
vejledninger .......................................................................... F F F F F 
88. Jeg er ikke bange for at indrømme mine egne fejl .......... F F F F F 
89. Hos os løser vi de daglige problemer og konflikter på 
en god måde......................................................................... F F F F F 
90. Hos os lytter læger normalt til sygeplejerskers råd ......... F F F F F 
100. Hos os lytter sygeplejersker normalt til lægers råd........ F F F F F 
101. Hos os bør sygeplejersker lytte til lægers råd ............... F F F F F 
102. Hos os bør læger lytte til sygeplejerskers råd ............... F F F F F 
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103. Beskriv venligst din personlige opfattelse af kvaliteten af samarbejdet med hver af    
nedenstående grupper:  
 
Angiv venligst din holdning til hver af grupperne – sæt 
kun kryds (X) ved dem du har arbejdsmæssig relation til  
Meget 
utilfreds 
Lidt 
utilfreds 
Tilstræk
keligt 
Lidt 
tilfreds 
Meget 
tilfreds 
a. Sygehusledelsen............................................................. F F F F F 
b. Afdelingsledelsen............................................................ F F F F F 
c. Afsnitsledelsen................................................................ F F F F F 
d. Lægegruppen.................................................................. F F F F F 
e. Sygeplejerskerne. ........................................................... F F F F F 
f. Social og sundhedsassistenterne/sygehjælpere............. F F F F F 
g. Anden gruppe, angiv:_________________________ F F F F F 
 
M. Instrukser / procedurer / vejledninger / retningslinjer 
 
Angiv venligst din enighed/uenighed i hvert udsagn –sæt 
et kryds (X)  
Helt 
uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
104. Hos os ved vi godt, hvad der er sikkerhedsmæssigt 
acceptabel eller uacceptabel adfærd.................................... F F F F F 
105. Hos os har mange et mangelfuldt kendskab til 
instrukser / procedurer / retningslinjer / vejledninger ............ F F F F F 
106. Sygehuspersonale bør følge de officielle instrukser / 
procedurer / retningslinjer / vejledninger, når det er muligt... F F F F F 
107. Min nærmeste leder kritiserer medarbejdere, når de 
ikke følger instrukser / procedurer / retningslinjer / 
vejledninger .......................................................................... F F F F F 
108. Jeg har været vidne til at en kollega har handlet på 
en måde, der forekom mig "farlig" for patienten.................... F F F F F 
109. Der er for mange instrukser / procedurer / 
retningslinjer / vejledninger at tage hensyn til set i forhold 
til den reelle risiko ................................................................. F F F F F 
110. Når presset er stort vil min nærmeste leder hellere 
have os til at arbejde effektivt end i overensstemmelse 
med instrukser / procedurer / retningslinjer / vejledninger .... F F F F F 
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111. Hvis jeg undlader at følge instrukser / procedurer / retningslinjer / vejledninger, sker  
det fordi: 
 
Angiv venligst din enighed/uenighed i hvert udsagn –sæt 
et kryds (X)  
Helt 
uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
a. - det letter mit arbejde ..................................................... F F F F F 
b. - det forbedrer mit arbejde .............................................. F F F F F 
c. - jeg bliver presset til det pga. arbejdsbelastning............ F F F F F 
d. - det gør alle.................................................................... F F F F F 
e. - de er for upræcise /virker ikke efter hensigten.............. F F F F F 
f. - der er en faglig begrundelse ......................................... F F F F F 
g. - af andre grunde, angiv:  
 
 
 
 
N. Årsager til hændelser/fejl  
 
112. Når der indtræffer utilsigtede hændelser i sygehusvæsenet, som sandsynligvis kunne 
have været undgået, sker dette fordi: 
 
Angiv venligst din enighed/uenighed i hvert udsagn –sæt 
et kryds (X)  
Helt 
uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
a. - personalet er udsat for en stor arbejdsbelastning......... F F F F F 
b. - personalet føler ikke ansvar nok for opgaverne............ F F F F F 
c. - uddannelse og oplæring prioriteres ikke tilstrækkeligt.. F F F F F 
d. - de uerfarne står uden tilstrækkelig opbakning.............. F F F F F 
e. - ukvalificeret personale får lov at fortsætte .................... F F F F F 
f. - der er for mange afbrydelser/forstyrrelser i arbejdet..... F F F F F 
g. - der er ingen tradition for, at vi retter hinanden.............. F F F F F 
h. - der bliver brugt for få ressourcer på patientsikkerhed .. F F F F F 
i. - der er mangelfulde instrukser og vejledning 
vedrørende teknisk udstyr............................................... F F F F F 
j. - der er for dårlige forhold vedrørende 
emballage/etiketter.......................................................... F F F F F 
k. - den enkelte følger ikke de foreskrevne instrukser / 
procedurer / retningslinjer / vejledninger......................... F F F F F 
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O. Faktuelle oplysninger  
 Kvinde Mand   
113. Køn:................................................................ F F   
 Over 40 Under 40   
114. Alder: .............................................................. F F   
115. I hvilken afdeling/afsnit og hospital er du ansat? 
a. ........................................................................... F    
b. ........................................................................... F    
c. ........................................................................... F    
d. ........................................................................... F    
e. ........................................................................... F    
f. ............................................................................ F    
g. ........................................................................... F    
h. ........................................................................... F    
i. ............................................................................ F    
 Under 3  
måneder  
Over 3  
måneder   
116. Hvor længe har du været ansat?.................... F F   
 
Læge 
Syge 
plejerske 
So.su.ass. / 
sygehjælper Andet 
117. Faggruppe: ..................................................... F F F F 
 Ja Nej Ved ikke  
118. Findes der nogen form for formaliseret 
rapportering på din afdeling? ................................. F F F  
     
 Ja Nej Ved ikke  
119. Tror du, at du vil omtale/rapportere flere 
hændelser/fejl, når der bliver sat et lovmæssigt 
krav herom?...........................................................
F F F 
 
a. Hvis nej, angiv hvorfor:  
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MEASURING SAFETY CULTURE  
CONSISTENT DIFFERENCES IN LEVELS OF SAFETY 
CULTURE BETWEEN HOSPITAL UNITS 
Marlene D. Madsen1,2 and Henning Boje Andersen1 
1Risø National Laboratory, Systems Analysis Department, Roskilde, Denmark      
2Roskilde University, Department of Philosophy and Science, Denmark  
This paper reports key results from a questionnaire-based survey of safety 
culture collected from three Danish Hospitals. Survey results show significant, 
consistent and sometimes major differences in terms of safety culture factors 
across the units participating in the survey. Relatively large and consistent 
differences in safety culture factors were found between units for factors 
concerning “reporting and learning”, “trust and justice”, “communication and 
cooperation” and “management’s commitment and visibility”. However, issues 
concerning awareness of human limitations and  performance shaping factors  
do not follow this pattern – so a relatively positive safety culture, as measured 
on the other factors, does not correlate with a greater awareness of factors that 
may reduce performance. 
 
Introduction 
The promotion of a patient safety culture has become a key issue in patient care. It is, therefore, 
important to develop reliable methods and techniques for determining the type and nature of the 
safety culture of individual hospitals, departments and units in order to improve patient safety.  
The objective of this study was (a) to develop and test a survey instrument and investigate its 
capacity to measure underlying values, attitudes and basic assumptions and the implications of 
these on safety culture, and (b) to measure the extent to which – as well as the consistency with 
which - units differ on individual safety culture factors. The results have subsequently been 
used to implement a safety culture enhancement and training programme in the units involved 
as well as in the rest of the county, from which the data were collected. The effects of this 
programme, however, are not reported in this paper.  
Questionnaire and Responses 
The questionnaire developed for this study consisted of 122 closed-ended items (Likert-scale) 
comprising six safety culture factors and five sub-factors plus demographic information. The 
factors were identified on the basis of previous studies (Andersen et al, 2002), review of 
existing questionnaires (mostly within other domains) and literature about safety culture:  
 2
  
1. Learning and reporting culture 
2. Responsibility 
3. Trust and justice 
 - employee motivation and commitment 
4. Communication and cooperation 
 - management commitment and visibility 
5. Risk perception and risk behaviour  
 - production/protection priorities 
 - causes of adverse events  
6. Performance shaping factors 
 - work climate  
 
 
The survey was carried out in 2003 and the sample contains 375 responses, comprising doctors 
(33%) and nurses (67%) from nine units: anaesthesia/intensive care (4), internal medicine (3), 
and surgery (2) at three different hospitals in Frederiksborg County in Denmark. The response 
rate was 55% overall, ranging from 41% to 59% between the units. 
Methods 
An initial analysis was made, ranking the nine units on each of the 11 factors and sub-factors.  
The ranking was made in terms of mean response across the items within each factor group 
(codlings of responses to questions were inverted according to the sense of each question). An 
analysis was made to assess (a) the extent to which each of the factors would correspond to the 
majority of the other factors in terms of ranking; and (b) the distribution of rankings across the 
nine units surveyed. When it became apparent that the nine units fell into three clusters, the 
analysis of differences was continued on the two extreme clusters.  One cluster, termed group 
A, contained “positive” units, comprising 72 responses from 4 units, responses from which 
therefore fell (nearly overall) into the upper half of the scale. Another cluster, group B, 
contained largely “negative” units, comprising 61 responses from 3 units, showing responses 
that were almost uniformly in the lower half of the scale. And finally, a third cluster (2 units) 
showed largely average responses. Both the A and B group contain responses from doctors and 
nurses.   
The Mann-Whitney rang-sum test was used to determine significant differences between 
groups. All differences quoted are significant at the level of (p<0.01), and the size of any 
difference is at least 1/2 point of the ordinal 5-point Likert scale.   
Results 
Negative [and positive] responses varied widely between the participating units. The results 
demonstrate consistent, significant and fairly large group differences across the safety culture 
factors. In particular, four safety culture factors turn out to produce relatively large, significant 
and consistent differences among the units:  “reporting and learning” (Figure 1), “trust and 
justice” (Figure 2), “communication and cooperation” and “management’s commitment and 
visibility” (Figure 3). The safety culture factors “responsibility” and “risk perception” show 
only marginal differences among the units, and “awareness of human limitations” showed no 
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difference or, for one item, a significant difference in the direction opposite to the one predicted 
(cf. below). If the consistency among the four safety culture factors – and to a lesser extent 
among the four + two factors – just quoted, turns out to be robust, it means that when a given 
unit has negative answers in one safety culture factor for instance “reporting and learning” it 
will likely show negative answers in most other safety culture factors.  
  
Figures 1-4:  
Significant differences in safety culture factors between two groups 
 
However issues concerning performance shaping factors, such as stress and fatigue do not 
follow this pattern (Figure 4). In fact, for one of the items “my performance is not impaired 
when working with inexperienced colleagues” group A show less recognition and awareness of 
the effects of performance shaping factors. These results are in contrast to studies of airline 
pilots, which show that pilots who indicate awareness of human limitations (vulnerability to 
fatigue, stress etc.) have safety culture attitudes that are actively encouraged through repeated 
training (Helmreich and Foushee, 1993). Our results suggest that the reason for the differences 
in healthcare staff response to performance shaping factors might be explained by differences in 
specialities and workload, although the sample is too small to be conclusive.   
Limitations 
Since the sample is relatively small and the response rate relatively low further research is 
needed to confirm the results presented here. Preliminary results from a shortened version of 
this questionnaire (68 items) used on a sample group of 577 (response rate 56%) in 
Copenhagen County show some of the same tendencies (work in progress). 
Figure 1: Reporting and learning
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Figure 2: Trust and justice
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Figure 3: Management commitment and visibility
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Figure 4: Performance shaping factors
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Conclusions 
The survey instrument is able to measure significant group differences consistently 
across most safety culture factors. Likewise, unexpected answers to issues of safety 
culture - compared to experiences within other industries - show that more research is 
needed to refine understanding about safety culture within healthcare. Furthermore, the 
large differences in safety culture across healthcare units illustrate a need for intensive 
education on issues pertaining to building a culture of safety. 
Future directions 
More research is needed to further our understanding about safety culture within health care. In 
continuation, it is evident to seek to establish a correlation between levels of safety culture and 
outcome measures, in terms of errors and adverse events. Finally cross-national comparisons of 
safety culture could – besides investigating differences in national culture – possibly give 
answer to whether or not different health care systems influence safety culture in different 
ways. 
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Resume: 
 
Denne rapport er resultatet af et samarbejds-projekt mellem Dansk 
Institut for Medicinsk Simulation (DIMS), Amtssygehuset i Herlev, 
BST-Danmark og Forskningscenter Risø. 
 
Projektet har haft til formål at: få kendskab til niveauet af 
sikkerhedskultur på de enkelte afdelinger; udvikle og validere et 
spørgeskema, herunder at vurdere sammenhæng og 
overensstemmelse mellem resultater af udvalgte måle metoder i 
forbindelse med måling af sikkerhedskultur; igangsættte en proces i 
afdelingerne med udvikling af læringskulturen omkring utilsigtede 
hændelser og en forbedring af sikkerhedskulturen og arbejdsmiljø, 
herunder at koble loven om rapportering af utilsigtede hændelser til 
lokal læring.  
 
Hovedkonklusionerne af undersøgelsen var; 
1) at afdelinger er meget forskellige og tænker forskelligt, og 
derfor skal mødes på forskelligt grundlag, når udvikling af 
sikkerhedskultur skal iværksættes,  
2) især møderne med ledelserne viste at det er vigtigt at de lærer 
at arbejde med sproget og traditionerne omkring ”fortællinger” 
om fejl, sådan at fejl kan opfattes som ressourcer,  
4) spørgeskemaet vurderes til at være et konstruktivt redskab til 
indkredsning og diskussion af hovedproblemerne, samt ideelt til 
gentagelse til evaluering af konkrete indsatser,  
3) viden fra sikkerhedskultur spørgeskemaet kan bruges 
konstruktivt, men det kræver ledelsesstøtte og en prioritering af 
ressourcer,  
5) man bør forsøge at koble patientsikkerhed, akkreditering og 
psykosocialt arbejdsmiljø i en 3-benet enhed, da der er stort 
overlap såvel teoretisk som praktisk og det dermed kan spare 
ressourcer. 
 
Rapporten munder ud I en række anbefalinger og afsluttes med en 
perspektivering som indeholder et eksempel på en strategi for 
udviklingen og fastholdelsen af sikkerhedskultur. 
 
Bilagsmappen (60 sider) til denne rapport kan hentes på følgende 
adresse: www.risoe.dk/rispubl/SYS/syspdf/ris-r-1491_add.pdf 
Forskningscenter Risø 
Afdelingen for Informationsservice 
Postboks 49 
DK-4000 Roskilde 
Danmark 
Telefon +45 46774004 
bibl@risoe.dk 
Fax +45 46774013 
www.risoe.dk 
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Forord 
I Danmark indførtes ved lov 1. januar 2004 et nationalt rapporteringssystem for 
utilsigtede hændelser1 i sygehusvæsenet med det ”formål at indsamle, analysere og 
formidle viden om årsager til risikosituationer” (Sundhedsstyrelsen, 2004), med henblik 
på at forebygge og dermed forbedre patientsikkerheden i det danske sygehusvæsen. 
”Rapporteringssystemet skal samtidig understøtte udviklingen af et miljø på sygehuse, 
hvor det bliver muligt for personalet at håndtere utilsigtede hændelser og drage læring 
heraf” (Sundhedsstyrelsen, 2004). Via loven er alle sundhedspersoner forpligtet til at 
rapportere utilsigtede hændelser (herunder egne fejl). Baggrunden for lovens 
iværksættelse var bl.a. indikationerne af internationale undersøgelser (Wilson et al., 1995 
& Vincent et al., 2001), samt en national (Schiøler et al., 2001), at hver tiende patient 
blev udsat for en skadevoldende hændelse under indlæggelse (Hermann et al., 2002). 
 
Med dette som udgangspunkt iværksattes i oktober 2003 (dvs. inden lovens indførelse) et 
pilotprojekt ”Sikkerhedskultur og Patientsikkerhed” i Københavns Amt på udvalgte 
afdelinger på Amtssygehuset i Herlev. Formålet var at beskrive sikkerhedskulturen på 
afdelingerne, og få igangsat en proces omkring forbedring af denne, samt arbejdsmiljøet, 
og udvikling af læringskulturer i forbindelse med utilsigtede hændelser, herunder 
færdigudviklingen af et redskab til måling af patientsikkerhedskultur. I november 2003 
blev der udsendt et spørgeskema omhandlende sikkerhedskultur til personalet på fire 
afdelinger Anæstesiafdelingen, Kardiologisk Afdeling, Ortopædkirurgisk Afdeling og 
Øjenafdelingen. Parallelt hermed blev der foretaget interview med udvalgte 
medarbejdere og ledelsen på de samme afdelinger. Senere blev der afholdt møder med de 
respektive afdelingsledelser med udgangspunkt i den fremkomne viden, og der blev 
diskuteret individuelle muligheder for forbedring af patientsikkerhedskulturen på 
afdelingerne.  
 
Formålet med nærværende rapport er at beskrive projektet ”Sikkerhedskultur og 
Patientsikkerhed”, og gennem en kritisk analyse af resultaterne og erfaringerne, samt 
litteratur på området, at uddrage læring til generel brug. I denne sammenhæng foretages 
en vurdering af potentialet for en fremtidig brug af spørgeskema til måling af 
sikkerhedskultur i amtet. Til sidst udfærdiges nogle rekommandationer til det fortsatte 
arbejde med udvikling og fastholdelse af sikkerhedskulturen til generel brug for amtets 
hospitalsafdelinger.  
 
Samarbejdsparterne i projektet er Dansk Institut for Medicinsk Simulation (DIMS), 
Amtssygehuset i Herlev,Doris Østergaard og Anette Dyremose, BST-Danmark, Dorthe 
Degnegaard og Forskningscenter Risø, Marlene Dyrløv Madsen. 
 
Projektgruppen har mødt megen positiv interesse og velvilje i forbindelse med 
gennemførelsen af projektet, og ønsker hermed at benytte lejligheden til at rette en tak til 
alle dem der bakkede op om projektet, herunder interviewdeltagere og de mange, der 
besvarede spørgeskemaet. 
 
Herlev og Roskilde 
november 2004 
                                                     
1 En utilsigtet hændelse er en ikke-tilstræbt begivenhed, der skader patienten eller indebærer risiko for 
skade som følge af sundhedsvæsenets handlinger eller mangel på samme. Utilsigtede hændelser er et 
samlebegreb, der dækker både skadevoldende og ikke-skadevoldende hændelser. Utilsigtede hændelser 
dækker ligeledes skader og risiko for skader, der er en følge af forglemmelse eller undladelse. 
Herudover kan man skelne mellem forebyggelige og ikke-forebyggelige hændelser. [DSKS: 
Sundhedsvæsenets kvalitetsbegreber og definitioner.] 
 1 Indhold og læsevejledning 
Rapporten består af en baggrund, der beskriver sikkerhedskultur, arbejdsmiljø og 
patientsikkerhedskultur. Herefter følger beskrivelse af selve undersøgelsen samt et 
resultatafsnit. Dernæst en statistisk analyse af metode og værktøj til måling af 
sikkerhedskultur, diskussion af resultaterne, en kritisk refleksion af projektet, en 
konklusion, efterfulgt af rekommandationer. Rapporten afsluttes med en perspektivering 
som indeholder et eksempel på en strategi for udviklingen og fastholdelsen af 
sikkerhedskultur. 
 
Derudover indeholder rapporten en separat Bilagsmappe med følgende bilag:.  
 
Bilag 1: Faktorer som har indflydelse på og er bestemmende for niveauet af 
sikkerhedskultur på sygehuse 
Bilag 2: Psykosociale Arbejdsmiljø faktorer 
Bilag 3: Interviewreferat og kort opsummering af spørgeskema data for afdeling 1-4 
Bilag 4: Frekvenstabeller for fire afdelinger (Der er anvendt en simpel numerisk 
kode, 1-4 for hver afdeling, hvor kun den enkelte afdeling kender sin egen kode). 
Bilag 5: Spørgeskema 
Bilag 6: Interviewguides – medarbejdere og ledelse 
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2 Baggrund 
Patientsikkerhed er en kritisk del af kvalitetsarbejdet på sygehuse. I forsøget på at 
forbedre arbejdet med patientsikkerhed, er der en voksende erkendelse af vigtigheden af 
at udvikle en patientsikkerhedskultur. Erfaringer fra internationale undersøgelser, både 
fra det medicinske domæne og luftfarten viser, at rapporteringssystemers succes i høj 
grad afhænger af den eksisterende sikkerhedskultur på den enkelte afdeling, herunder 
især personalets rapporteringsvillighed (Jensen & Madsen, 2001 & Madsen, 2004). 
Udvikling og opbygning af sikkerhedskulturen i sundhedsvæsenet er derfor blevet en 
central del af patientsikkerhedsarbejdet (internationalt og nationalt). Man antager 
endvidere at en positiv eller velfungerende sikkerhedskultur, vil medvirke til at minimere 
patientskader og de økonomiske ressourcer afledt heraf.  
 
Inden for en velfungerende sikkerhedskultur taler man åbent om fejl og forsøger at lære 
af dem for at forebygge. Systemet forudsætter derfor indirekte at hospitalspersonale 
villigt taler om de fejl de begår og de utilsigtede hændelser de medvirker til. Noget der 
ellers ikke er stærk tradition for inden for sundhedsvæsenet. En national 
spørgeskemaundersøgelse foretaget i 2002 viste at de stærkeste grunde til ikke at 
rapportere om egne fejl var ”risikoen for at pressen skulle skrive om det” og ”en 
manglende tradition for at omtale hændelser/fejl” (Madsen et al., 2002). I lovens 
udformning har man forsøgt at imødekomme visse barriere ved at gøre medarbejdernes 
rapportering både fortrolig og straffri, mens det forventes, at de barrierer der knytter sig 
til kultur og tradition løses i amtsligt regi. Det er ikke en nem opgave, og det er ikke en 
opgave hverken amterne, hospitalerne eller hospitalsledelserne på forhånd er klædt på til 
at løse.  
 
Men hvad skal kulturen mere præcist indeholde for at den faktisk kan fremme åbenhed 
og læring fra utilsigtede hændelser? En ting er et udtalt ønske om at der skal skabes mere 
åbenhed om fejl og utilsigtede hændelser, det kan der kun være bred enighed om, 
uenigheden derimod kan ligge i spørgsmålet om hvilke betingelser, især organisatoriske, 
der rent faktisk skal være til stede for at opnå åbenhed og dermed systematisk læring fra 
fejl og utilsigtede hændelser.  
 
2.1 Sikkerhedskultur 
Begrebet sikkerhedskultur er hentet inden for det man benævner de sikkerhedskritiske 
domæner, herunder luftfart, procesindustri, militæret og den nukleare sektor, hvor 
forskere i flere årtier har arbejdet med fænomenet i forbindelse med ulykkesforbyggende 
arbejde (ASCNI, 1993; INSAG, 1991; Cooper, 2000). Forskningen inden for 
sikkerhedskultur viser uenighed om definitionen på sikkerhedskultur og hvad det mere 
specifikt implicerer (Guldenmund, 2000, Scott et al., 2003; HSL, 2002; Flin et al., 2000). 
Trods brydninger, er det vigtigt at fastslå at der er grundlæggende enighed om, at 
sikkerhedskultur har en, hvis ikke direkte, så en indirekte indflydelse på sikkerhed; inden 
for sundhedsvæsenet mere konkret patientsikkerhed (Scott et al., 2003; Nieva & Sorra, 
2003; Barach & Small, 2000), selvom det kan være svært at måle (Madsen et al., 2005). 
En anerkendt og præcis definition af sikkerhedskultur er: The safety culture of an 
organization is the product of individual and group values, attitudes, perceptions, 
competencies, and patterns of behavior that determine the commitment to, and the style 
and proficiency of, an organization’s health and safety management. Organizations with 
a positive safety culture are characterized by communications founded on mutual trust, 
by shared perceptions of the importance of safety, and by confidence in the efficacy of 
preventive measures [forfatternes kursivering] (ASCNI, 1993).  
 
En organisations sikkerhedskultur udtrykker sig altså konkret igennem den måde hvorpå 
organisationen og dens medarbejdere tænker og handler – og ikke kun i relation til 
sikkerhed. Det er en fejlslutning at tro at sikkerhedskultur kun drejer sig om handlinger 
 der knytter sig direkte til sikkerhed, sikkerhedskultur er i høj grad betinget af alle 
aspekter af organisationen, herunder dens aktører og disses handlinger, opgaverne som 
skal udføres, strukturen, som danner ramme for arbejdet og den forhåndenværende 
teknologi, der sætter grænser for hvordan opgaverne kan løses. Eksterne forhold kan 
også påvirke interne handlinger. For eksempel kan man forestille sig hvordan 
Patientklagenævnets praksis og virke gennem årene har påvirket sygehuspersonalets 
opfattelse af fejl og utilsigtede hændelser, og deres villighed til åbent at fortælle om fejl. 
I nærværende rapport og i arbejdet med sikkerhedskultur er fokus almindeligvis de 
interne organisationsforhold, det som medarbejdere og ledelse har indflydelse på og 
dermed selv kan påvirke. At opnå en positiv sikkerhedskultur kræver i sidste ende en 
fælles forståelse af hvilke værdier, perspektiver og normer der er vigtige i afdelingen (el. 
organisationen) og dermed hvilke holdninger og handlinger der er forventet af 
personalet. 
 
Ifølge Madsen (2004) består sikkerhedskultur af seks overordnede faktorer og nogle 
underordnede aspekter som har indflydelse på, og som dermed vil være bestemmende for 
niveauet af sikkerhedskultur på sygehusafdelinger og afsnit. Disse seks faktorer er: 
 
 Læring og rapporteringskultur  
 Ansvar  
 Tillid og retfærdighed 
o medarbejdernes motivation og engagement 
 Kommunikation og samarbejde 
o ledelses synlighed og engagement 
 Risikoperception og adfærd  
o sikkerheds- og produktionsprioritering 
 Kompetence, stress og træthed (performance shaping factors): anerkendelse af 
generelle og egne menneskelige begrænsninger 
o arbejdsmiljø / psykosociale forhold 
 
De seks faktorer danner grundlag for spørgeskemaets udformning og indhold, og for 
udviklingen af de to interviewguides, der blev anvendt i forbindelse med interview af 
henholdsvis medarbejdere og afdelingsledelserne på de fire afdelinger.   
 
2.2 Arbejdsmiljø 
Som det fremgår af de ovenfor beskrevne sikkerhedskulturelle faktorer indgår 
arbejdsmiljø og psykosociale forhold som en del af den fulde forståelse af 
sikkerhedskultur, ligesom flere af de sikkerhedskulturelle faktorer berører aspekter, som 
handler om arbejdsmiljø, f.eks. tillid, samarbejde og arbejdspres. Når man arbejder med 
arbejdsmiljø skelner man gerne mellem tre typer: det fysiske, det psykiske og det 
psykosociale arbejdsmiljø, som hver især vægter forskellige sider af arbejdsmiljøet. 
"Med det fysiske arbejdsmiljø mener man de forhold på arbejdspladsen, der kan påvirke 
de ansattes fysiske helbredstilstand" hvor det psykiske arbejdsmiljø, er de forhold, ”der 
påvirker de ansattes psykiske helbred" (Undervisningsministeriet, 2000). Det 
psykosociale favner noget bredere og kan defineres som: "De konsekvenser, som 
arbejdets betingelser, indhold og tilrettelæggelse samt samspillet mellem de ansatte på 
arbejdspladserne har for de arbejdendes psykiske og psykosomatiske helbredstilstand, 
identitet og personlighed, sociale liv og livskvalitet" (BSR, 1998). Selvom man 
principielt kan behandle de tre særskilt, vælger vi i dette projekt at behandle dem under 
én, da arbejdsmiljø trodssalt er et samspil mellem de tre.  
 
I projektet antager vi hypotesen om, at patientsikkerhed og arbejdsmiljø er tæt knyttet, 
og at et godt arbejdsmiljø afføder en god sikkerhedskultur, og at man ved at forbedre 
arbejdsmiljøet forbedrer sikkerhedskulturen (og omvendt) (HMS og Kultur, 2004).  
Inden for nogle områder påstår man endog at ”et godt arbejdsmiljø hænger sammen med 
et godt læringsmiljø” (Undervisningsministeriet, 2000). Det betyder i praksis at man for 
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at opnå en høj patientsikkerhed, også er nødt til at forbedre arbejdsmiljøet. Med andre 
ord, så vil man indirekte styrke patientsikkerheden og læring fra utilsigtede hændelser 
via forbedring af arbejdsmiljøet og direkte ved at forbedre sikkerhedskulturen.  
 
2.3 Patientsikkerhed 
Udtrykket patientsikkerhed bruges i mange sammenhænge og kan derfor synes diffus.  
Dansk Selskab for Kvalitet i Sundhedssektoren definere det således: ”Patientsikkerhed 
betegner sikkerhedstilstanden for patienter, når de er i kontakt med sundhedsvæsenet. 
Ved høj patientsikkerhed er risikoen for patientskade lav, og ved lav patientsikkerhed er 
risikoen for patientskade høj” (DSKS, 2003). Arbejdet med patientsikkerhed handler 
derfor om at beskytte patienten mod skader eller risiko herfor i forbindelse med 
undersøgelse, behandling, rehabilitering og pleje i sundhedssektoren eller mangel på 
samme (Trygpatient, 2004). Udfordringen i arbejdet med patientsikkerhed består på den 
ene side i at udvikle processer og systemer, der tager højde for, at mennesker fejler, men 
at disse ikke kommer til at udløse skader på patienten, og på den anden side i at skabe en 
sikkerheds- og læringskultur, som bl.a. indebærer en øget bevidsthed om den daglige 
praksis’ indbyggede risici. Med andre ord udvikling af en sikkerhedskultur. 
 3 Formål 
Projektets formål er flere: 
1) at få kendskab til niveauet af sikkerhedskultur på de enkelte afdelinger  
2) at udvikle og validere et spørgeskema, herunder at vurdere sammenhæng og 
overensstemmelse mellem resultater af udvalgte måle metoder i forbindelse med 
måling af sikkerhedskultur 
3) at igangsættte en proces i afdelingerne med udvikling af læringskulturen 
omkring utilsigtede hændelser og en forbedring af sikkerhedskulturen og 
arbejdsmiljø 
 
Hensigten var endvidere at koble loven om rapportering af utilsigtede hændelser til lokal 
læring, sådan at den enkelte afdeling ville opleve at rapportering gav mening i 
dagligdagen gennem en forbedret patientsikkerhedskultur.  
 
3.1 Metode 
Med henblik på at måle og vurdere sikkerhedskulturen, arbejdsmiljøet og 
patientsikkerheden generelt anvendtes både kvantitative såvel som kvalitative metoder. 
Undersøgelsen er baseret på spørgeskemaer udsendt til personalet på fire afdelinger (i 
fire forskellige specialer) og interview med udvalgte medarbejdere og ledelsen på de 
samme afdelinger.2  
 
Interviewene blev udført som semi-strukturerede interview. Interviewguides blev 
udviklet af projektgruppen og dækkede de samme temaer som spørgeskemaet. Til hvert 
interview indgik en sundhedsfagligperson, en læge eller sygeplejerske (notattager), en 
erhvervs-psykolog med speciale i arbejdsmiljø (1. interviewer) og en ph.d.-studerende 
med speciale i sikkerhedskultur (2. interviewer). Alle interview blev optaget på bånd 
samtidig med at de blev noteret på computer undervejs.  
 
Resultaterne fra de to metoder blev sammenlignet med henblik på at undersøge ligheder 
og evt. markante forskelle, samt styrker og svagheder ved de to metoder. Interview blev 
brugt til at teste og validere om spørgeskemabesvarelserne indfanger kulturen, som den 
udspiller sig, og resultaterne dermed kan tages for pålydende.   
 
I forbindelse med tilbagemeldingen til afdelingsledelsen var udgangspunktet at 
projektgruppen i samarbejde og dialog med ledelsen og evt. nøglepersoner i afdelingen 
diskuterede sig frem til en fordelagtig måde dels at bruge data på og dels at arbejde 
videre med evt. udvalgte sikkerhedskultur faktorer. Projektgruppen har bevidst undladt at 
presse færdigskårede løsninger ned over hovedet på de fire afdelinger, idet vi har ønsket 
at afdelingerne - og dermed aktørerne - selv skulle udvikle ejerskab overfor 
løsningsmodellen. Det er velkendt inden for organisationsforskning at følelsen af 
ejerskab er en forudsætning for at skabe og fastholde forandringer (Darwin et al., 2002). 
 
Afdelingerne blev opfordret til at indgå aktivt i evalueringen af resultaterne og reflektere 
over hvordan den forhåndenværende viden kunne anvendes i den videre planlægning og 
udvikling af sikkerhedskulturen, og hvilke tiltag der skulle understøtte planen. De blev 
tilbudt hjælp fra projektgruppen i forbindelse med konkrete behov eller hjælp til tiltag til 
forandring. Det ligger ikke inden for rammerne af dette projekt at følge processen 
fuldstændig til dørs, snarere at igangsætte og få fokus på problemområdet - forhåbentlig 
på sigt med konstruktivt udfald.  
 
                                                     
2 Det anvendte spørgeskema er tidligere brugt i Frederiksborg Amt og herefter statistisk valideret til 
brug i Københavns Amt. Det er udviklet af Marlene Dyrløv Madsen, som led i et ph.d.-projekt, og 
baggrund og udvikling af spørgeskemaet står indledningsvist beskrevet i Bilag 5: Spørgeskema.   
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3.2 Datagrundlag 
Datagrundlaget består dels af spørgeskemadata fra personalet på fire afdelinger se tabel 
1, og dels af interviewdata med et repræsentativt udvalg af medarbejdere og ledelsen på 
de samme afdelinger se tabel 2.  
 
Tabel 1: Datagrundlag - spørgeskema 
Spørgeskema udsendt i 2003 november: Antal og procenter 
Udsendt i alt 577 
Antal besvarelser 322 
Samlet svarprocent 56% 
Svarprocentfordelingen for afdelingerne 53 - 60% 
Læger 22,7% Besvarelse fordelt 
på personale: Sygeplejersker 54,5% 
 Social og sundhedsassistenter / sygehjælpere 7,5% 
 Andet 15,3% 
 
Besvarelsesprocenten er normal for denne type undersøgelse.. 
 
Tabel 2: Datagrundlag - Interview 
Afdelinger: Ledelsen Læger Spl. Andet I alt 
1 2 2 (1) 3  8 
2 2 1 5 1 9 
3 2 3 4  9 
4 2 2 5  9 
I alt: 8 9 17 1 35 
 
Repræsentativiteten er rimelig undtagen for afdeling 2, hvor lægerne er 
underrepræsenterede.
  
4 Resultater af og interview- og spørgeskema 
undersøgelse  
I dette afsnit præsenteres resultater af interview og spørgeskema efterfulgt af en 
beskrivelse af præsentationen til ledelsen i afdelingerne, deres respons og de 
diskussioner dette affødte, samt hvad afdelingerne konkret har brugt undersøgelsen til - 
indtil videre. 
 
4.1 Interview resultater 
Interview resultaterne viser både tematiske ligheder og væsentlige forskelle på 
sikkerhedskultur faktorerne mellem de fire afdelinger. I det følgende beskrives først 
lighederne mellem afdelingerne, herunder enkelte variationer, og dernæst forskellene. I 
begge tilfælde i opsummerende form.  
 
4.1.1 Ligheder mellem afdelinger 
Der eksisterer en stor usikkerhed overfor det kommende rapporteringssystem iblandt 
sygehuspersonalet. Medarbejderne (og til dels lederne) er usikre på hvad loven i praksis 
kommer til at betyde, og hvad man som medarbejder vil opnå ved at rapportere. Til 
gengæld forventes, at der skal bruges tid på at rapportere – tid, som man ikke oplever at 
have. Alle er derfor enige om, at det gøres tydeligt at det kan betale sig at rapportere, og 
at det vil gøre en forskel. De fleste ønsker, at der gives feedback til den rapporterende og 
andre relevante parter, samt konstruktive anvisninger til forbedringer af systemet. 
Endvidere, mener personaler, at det er vigtigt at anlægge et systemperspektiv på 
behandlingen af utilsigtede hændelser, dvs. at man skal gå efter bolden – de 
bagvedliggende årsager – og ikke blot efter manden.  
 
Der er generel skepsis overfor det kommende rapporteringssystem, flere har mistro til 
”fortroligheden”, og vil derfor have syn for sagen, før de føler sig trygge ved at 
rapportere. En oplevelse af det eksisterende system som ”uretfærdigt”, dels fordi man 
oplever at det er tilfældigt, hvem der indklages, og dels fordi, det primært ”går efter 
manden og ikke bolden”, gør at især medarbejderne trækker på ”de dårlige historier” – 
klagesager etc. Disse historier og traditioner er medarbejderne overbeviste om vil skabe 
betydelige barriere for tilliden til ”det nye system”. På trods af den megen skepsis 
udtrykker personalet på andre områder imødekommenhed overfor det nye system, især 
hvis det bevirker en større åbenhed i afdelingerne. Der er et udbredt ønske om at kunne 
tale mere åbent om fejl og i den forbindelse et håb om større opbakning og støtte. 
 
Hvad angår prioriteringen mellem produktion og sikkerhed, opfatter medarbejderne altid 
sikkerheden som værende primær, alligevel kan de fleste fortælle historier om, at de er 
gået på ”kompromis” med sikkerhed. Hvor ofte og hvorfor sikkerheden kompromitteres 
variere i styrke fra afdeling til afdeling.  
 
Arbejdsforholdene er generelt hårde, idet der er mange nye tiltag, sammenlægninger, 
nedskæringer mv., som medvirker til at skabe en stresset hverdag. Graden af stress og 
mulighed for at kontrollerer denne varierer fra afdeling til afdeling. Enkelte har følt sig 
tvunget til at sige op, idet de ikke længere kunne stå inden for det faglige niveau, hvilket 
især gjaldt plejepersonalet.  
 
Til trods for det krævende arbejde er der generelt en følelse af meningsfuldhed i arbejdet 
og en udpræget høj faglig stolthed blandt både læger og sygeplejersker. En diskussion 
heraf pegede på at ”kontrol” var helt centralt for tilfredshed i arbejdet, forstået som 
hvorvidt man selv kunne påvirke hverdagen og kontrollere arbejdsbelastningen. 
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Hvad angår indsatsområder og fejlkilder peger personalet på, at det tværfaglige 
samarbejde, samt kommunikation på tværs af afdelinger kan forbedres. Derudover blev 
der gentagne gange fremhævet hvordan de unge læger ikke altid fik den behørige 
indføring i specialet, at de ofte står alene i kritiske situationer uden den fornødne 
kompetence og erfaring. I sådanne situationer et det ofte plejepersonalet, der ”kommer 
dem til undsætning”. Det synes at være et alment problem, men problemet er mere 
udpræget i nogle afdelinger. Det er således ikke overraskende at en ung læge bemærker: 
” Hvis man virkelige vil patientsikkerhed, så bør man opprioritere supervision!”  
 
4.1.2 Forskelle mellem afdelinger 
Der er store forskelle på niveauet af læring og rapportering i de respektive afdelinger; fra 
aktiv rapportering til ingen rapportering overhovedet, og med større til mindre forståelse 
af fejl og utilsigtede hændelser som (lærings)ressource. Ledelsesstilen varierer 
betragteligt fra en moderne til en mere traditionel form, ligesom ledelsens synlighed, 
åbenhed og forståelse overfor medarbejderne veksler. I nogle afdelinger virker 
samarbejdet og kommunikation mellem lederne utrolig stærkt og sundt, mens det i andre 
afdelinger virker mindre velfungerende og i et enkelt tilfælde er der decideret uenighed 
mellem ledelsen i deres tilgang og rolle, særligt i forbindelse med rapportering. 
Tilsvarende gælder for medarbejderne, i en enkelt afdeling er der helt tydeligt uenighed 
om plejen. Samarbejde og kommunikation er også mere eller mindre velfungerende i 
forskellige sammenhænge, det være sig internt og eksternt, monofagligt og tværfagligt.   
 
4.2 Spørgeskema resultater 
Resultaterne fra spørgeskemaundersøgelsen viser betydelige forskelle på afdelingsniveau 
på sikkerhedskultur faktorerne, og dermed på niveauet af patientsikkerhedskultur. I det 
følgende har vi valgt at gennemgå resultaterne temamæssigt og i den rækkefølge de 
forekommer i spørgeskemaet. Når der i teksten nævnes ”problematisk svar”, så dækker 
det svarene - i procent af enighed eller uenighed samt neutral - som går i negativ retning 
af det man a priori forventer af en velfungerende sikkerhedskultur. 
4.2.1 Rapportering  
Indledningsvist skal det bemærkes at loven om rapportering på dette tidspunkt endnu 
ikke var iværksat. En af afdelingerne har et rapporteringssystem, hvilket også afspejler 
sig i resultaterne. I de fleste andre tilfælde finder der ikke systematisk læring sted, nok 
har ledelsen i flere tilfælde meldt ud til afdelingen at de ønsker læring (i nogen har de 
ikke), men dette har ikke i særligt høj grad udmøntet sig i praksis. Det er især, når det 
kommer til feedback fra hændelser og konkrete ændringer på baggrund af disse, at 
afdelingerne ikke er gode nok til at følge op. I en af afdelingerne er der sågar 62 % som 
er enige i at man ikke altid for konstruktiv feedback ved at fortælle om fejl og utilsigtede 
hændelser, ligesom 53 % er uenige i at det er normalt at evaluere arbejdsgange og 
diskutere mulige forbedringer. End ikke den afdeling, som har et rapporteringssystem 
uddrager i tilstrækkelig grad læring efter hændelser og er ikke god til at informere 
patienter efter hændelser/fejl (52 % problematiske svar). Hvad angår at være omhyggelig 
med at informere patienter efter hændelser/fejl, er der stor forskel på afdelingernes svar, 
der variere mellem 35 % til 82 % problematiske svar.  
 
4.2.2 Grunde til tilbageholdenhed 
I spørgeskemaet bliver der spurgt til forskellige grunde til at holde sig tilbage med at 
fortælle om fejl og utilsigtede hændelser. Den generelt stærkeste grund angives som 
manglende tradition for at fortælle om fejl og utilsigtede hændelser. Som kontrast hertil 
er den stærkeste grund for afdelingen med rapporteringssystemet, at det forøger 
arbejdsmængden. De næste grunde varierer i styrke og rækkefølge fra at man ikke føler 
sig tryg til at der ingen forbedringer kommer. I gennemsnit har knap 1/5 været i en 
situation, hvor de har afholdt sig fra at fortælle om fejl/hændelser.  
 
 4.2.3 Undersøgelse 
Inden for det sidste ½ år har 32 % været involveret i en hændelse. I 28 % af tilfældene 
resulterede det i en undersøgelse, i 64 % af disse tilfælde blev årsagerne identificeret, 
men kun 39 % af disse oplevede at der kom positive ændringer ud af undersøgelsen. På 
afdelingsniveau er det påfaldende at den afdeling hvor flest angiver at have været 
involveret i utilsigtede hændelser, mener kun 8 % at det resulterede i en undersøgelse, 
ligesom kun 27 % angiver at der kom positive ændringer ud af det. Samtidig viser 
resultaterne at afdelingen med rapporteringssystemet, er den hvor færrest har været 
involveret i en hændelse, og hvor de fleste har resulteret i en undersøgelse, identificerede 
årsager og opnået positive ændringer.   
 
4.2.4 Kompetence, stress, træthed 
Under denne sikkerhedskultur faktor er det positivt, at personalet generelt beder om 
hjælp, hvis arbejdsbelastningen. Samtidig er der overvejende enighed om, at man ikke 
fremstår som inkompetent, hvis man spørger om hjælp, mens 34 % gennemsnitligt 
udtrykker enighed i at det er flovt at begå fejl foran kolleger. 
 
Til gengæld er det problematisk, at 30 % svarer, at mange har et mangelfuldt kendskab 
til instrukser mv. (i en enkelt afdeling er 44 % enige heri), og 36 % udtrykker uenighed i 
at nye får en grundig introduktion vedrørende patientsikkerhed. I en afdeling er der 28 % 
der er enige i at der sjældent sker ændringer før tingene er gået galt. Alligevel, og dette 
er uafhængigt af afdeling, ser de fleste frem til at komme på arbejde hver dag. 
 
4.2.5 Ansvar – patienter 
Afdelingerne varierer fra 30 % til 57 % i enighed i, at de ikke har tilstrækkelig tid til at 
færdigbehandle patienter forsvarligt. Derudover er der generel enighed om, at man selv 
(59 %) og ledelse (51 %) kan gøre mere for at undgå patientskader. Spørgsmålet om 
ledelsen prioriterer patientsikkerhed lavere end effektivitet svinger fra 8 % til 25 % 
enighed. Endvidere mener 14 % at de selv, og 16 % at kolleger undertiden har 
tilbageholdt information om hændelser overfor patienter. 
 
4.2.6 Tillid, motivation og engagement 
Dette emne viser store forskelle mellem afdelingerne. Blandt andet i deres holdning til 
deres nærmeste leder. De fleste oplever stor tillid fra den nærmeste leder (71 % - 93 % 
enighed). Der er dog stor forskel på om man oplever at den nærmeste leder hellere vil 
have at medarbejderne arbejder effektivt end i overensstemmelse med instrukser når 
presset er stort (11 % -36 % enighed). Fra 6 % til 24 % er enige i at den nærmeste leder 
er dårlig til at støtte personale efter hændelser, ligesom 6 % til 22 % er uenige i at 
ledelsen aktivt støtter forslag fra personalet om forbedringer af patientsikkerhed, og at 
den nærmeste leder handler beslutsom, når der opstår problemer omkring 
patientsikkerhed (5 % - 19 %). 13 % til 28 % er uenige i at nærmeste leder indrømmer 
fejl.  
 
Hvad angår spørgsmål om retfærdighed synes der at være en rimelig god standard for 
dette på alle afdelingerne. Når det gælder spørgsmålet om der fokuseres på skyld, når der 
går noget galt udtrykkes en forskel på 2 % til 19 % enighed, ligesom 8 % til 30 % 
udtrykker uenighed i at godt arbejde anerkendes.  
 
4.2.7 Kommunikation og samarbejde 
Der er stor forskel på afdelingerne i relation til opfattelse af at samarbejdet med 
afdelingsledelsen (7 % - 41 % uenighed) og afsnitsledelsen (7 % - 26 % uenighed) 
fungerer godt. Det samme gælder i relation til oplevelser af om de daglige konflikter 
løses på en god måde (11 % - 31 % enighed), og hvorvidt man er klar over, hvem der gør 
hvad i det daglige (7 % - 32 % uenighed). Derudover ses en stor forskel på tilfredsheden 
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af den måde de informeres på om vigtige ting vedrørende arbejdet (15 % - 38 % 
uenighed).   
 
4.2.8 Ledelsesstil 
I forbindelse med ledelsesstil blev respondenterne spurgt hvilken ledertype, de helst ville 
arbejde under og dernæst angive hvilken type, de rent faktisk arbejder under. I et tilfælde 
er det helt tydeligt, at der er overensstemmelse mellem ønske og virkelighed, i et andet er 
der temmelig stor diskrepans, mens der i to tilfælde er stor spredning, inden for den 
enkelte afdeling, i angivelsen af den eksisterende ledelsesstil. I forlængelse heraf er der 
stor spredning på holdningen til om ledelsen viger tilbage for at løse problemer med 
besværlige medarbejdere (14 % - 44 % enighed), og det samme gælder hvorvidt ledelsen 
har en klar holdning til patientsikkerhed (6 % -33 % uenighed). Endvidere udtrykker 6 % 
til 24 % uenighed i at deres nærmeste leder giver klare instruktioner. 
 
4.2.9 Instrukser / procedurer / vejledninger / retningslinjer 
For tre af afdelingerne er den stærkeste grund til ikke at følge instrukser mv. den faglige 
begrundelse (56 % - 75 %), mens den sidste afdeling begrunder undladelsen i presset 
pga. arbejdsbelastning (66 %), som for de andre afdelinger kommer på andenpladsen. 
For en enkelt afdeling udtrykkes arbejdsbelastningen som en lige så stor grund som at 
instrukserne ikke virker efter hensigten (40 %).  
 
4.2.10 Årsager til hændelser/fejl 
Medarbejderne er under dette tema blevet spurgt om, hvorfor de mener, at der sker 
utilsigtede hændelser i deres afdeling. Disse besvarelser angiver ikke niveauet af 
sikkerhedskultur, men er interessant i sig selv, idet de siger noget om, hvor man oplever 
faldgrupperne og dermed kan sætte ind. Den ubetingede største årsag for alle afdelinger 
er de mange afbrydelser/forstyrrelser i arbejdet 61 %, dernæst varierer årsagerne fra 
uerfarne uden tilstrækkelig opbakning (20 % - 53 %), at uddannelse og læring ikke 
prioriteres tilstrækkeligt (18 % - 42 %), for få ressourcer til patientsikkerhed (16 % - 52 
%), ukvalificeret personale for lov at fortsætte (12 % - 39 %), enkelte følger ikke de 
foreskrevne regler mv. (14 % - 32 %) og mangelfuld instrukser vedrørende teknisk 
udstyr (17 % - 38 %). Derudover er der en tendens til at de afdelinger, som har en mindre 
positiv sikkerhedskultur er forholdsvist mere enige i at ovenstående, er årsager til 
utilsigtede hændelser.  
 
4.3 Tilbagemelding, reaktion og brug af dataresultater 
Projektgruppen opsummerede og afrapporterede resultater af både interview og 
spørgeskemaundersøgelsen til ledelserne i hver af de fire afdelinger på møder af 1-2 
timers varighed (se bilag 1-4). I denne forbindelse blev resultaterne diskuteret, især 
hvorvidt man kunne genkende sig selv, hvilke styrker og svagheder resultaterne viser, 
hvad man kan forbedre, samt hvilke konkrete ændringer der er foretaget siden 
undersøgelsen fandt sted (ca. 1 år tidligere). Ud over disse diskussioner var formålet med 
møderne især at diskutere fremtiden: 
 
1. Hvordan kan/skal resultaterne videreformidles til medarbejderne? 
2. Hvordan kan undersøgelsesresultaterne bruges i arbejdet med 
patientsikkerhed?  
3. Hvordan kan afdelingens styrker anvendes til at arbejde med svaghederne?  
4. Hvilken strategi skal anvendes i den konkrete afdeling for at udvikle en 
positiv sikkerhedskultur? 
5. Hvilken rolle skal de forskellige aktører spille, herunder ledelsen, 
mellemledere og medarbejdere? 
6. Skal der udpeges særlige nøglepersoner, patientsikkerhedsansvarlige? 
 
 Ikke alle afdelingerne fandt umiddelbare svar på spørgsmålene, dels fordi de 
indledende diskussioner i visse tilfælde tog længere tid end beregnet, og dels fordi 
ledelserne endnu ikke selv var afklarede.  
 
4.3.1 Reaktion og brug af data   
De fire ledelsers modtagelse af resultaterne og deres syn på disses anvendelighed var 
forskellige. Generelt var ledelserne imødekommende, lyttende og interesserede, men i en 
enkelt afdeling var modstand mod forandring og skepsis overfor om projektet 
overhovedet kunne bidrage med noget.   
 
Imidlertid tilkendegav ledelserne i alle afdelingerne, at resultaterne af både interview og 
spørgeskema var meget præcise i deres beskrivelser af afdelingens kultur og håndtering 
af utilsigtede hændelser. I mellemtiden havde flere afdelinger foretaget forbedrende 
tiltag, hvilket der blev brugt en del tid på at berette om og diskutere konsekvenserne af. 
Ledelserne var af den opfattelse, at tiltagene, som netop havde været målrettet nogen af 
de problemområder resultaterne pegede på, ville tegne et andet billede af afdelingen i 
dag. I den sammenhæng udtrykte flere interesse i at anvende spørgeskemaet igen til at 
måle om tiltagene havde medført ændringer i sikkerhedskulturen. 
 
På trods af disse tiltag var der enighed om, at resultaterne var i stand til at pege på 
mangler og potentielle forbedringer af patientsikkerhed.  
 
To af de fire afdelinger valgte at bruge projektgruppen aktivt. I det ene tilfælde i 
forbindelse med planlægning og afholdelse af en temadag om patientsikkerhed, i det 
andet som sparringspartner i patientsikkerhedsudvalgets afsluttende fase af deres oplæg 
til en ny patientsikkerhedsorganisation med medfølgende arbejdsopgaver og 
ansvarsfordeling.  
 
4.3.2 Afdeling 1 
I denne afdeling havde der været en stor personaleudskiftning, på grund af 
samarbejdsvanskeligheder. Førhen havde afdelingen haft problemer med at rekruttere 
unge, og nu et halvt år efter fik de uopfordrede ansøgninger. Man var også begyndt at 
arbejde med læring, men ikke systematisk fra fejl og utilsigtede hændelser. Derudover 
havde man dårlige erfaringer fra et tidligere projekt med hensyn til at få personalet til at 
rapportere, på trods af store anstrengelser. Ledelsen er af den opfattelse at 
sikkerhedskultur, mere konkret rapportering indeholder de samme vanskeligheder, og at 
man derfor skal lægge endnu flere kræfter i for at få det til at fungere. Afdelingen vil 
gerne prioritere patient sikkerhedskultur projektet, men oplever at der er mange 
sideordnede projekter. 
 
I denne afdeling brugte især patientsikkerhedsgruppen projektgruppen målrettet i 
forbindelse med deres afsluttende arbejde om patientsikkerhedsstrukturen. Der blev 
afholdt et par møder med de nøgleansvarlige for patientsikkerhed, hvorefter data i 
yderligere aggregeret form blev præsenteret for hele ledelsesgruppen, samtidig med det 
nye oplæg til sikkerhedsorganisationen. I denne sammenhæng blev de konkrete tiltag 
diskuteret, hvorefter ledelsesgruppen besluttede selv at fortsætte det videre arbejde, især 
fordi et sponsoreret arbejdsmiljøprojekt var søsat. Afdelingen var vældig optaget af 
akkreditering og det psykosociale arbejdsmiljø og havde ikke ressourcer til flere 
projekter. Denne afdeling var eksplicit interesseret i at få foretaget endnu en 
spørgeskemarunde for at kunne evaluere effekten af deres konkrete tiltag.   
 
4.3.3 Afdeling 2 
Her havde man lidt svært ved umiddelbart at tolke de mange tal data, men var glad for at 
se at budskabet var nået ud til medarbejderne så personalet faktisk rapporterede i deres 
rapporteringssystem. Siden sidst havde man indført teams og et bookingsystem, som 
man oplevede havde haft positiv effekt. 
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Selvom lederen anerkendte væsentligheden af patientsikkerhed ønskede han/hun ikke 
prioritere det, ikke mindst fordi det var uklart hvorfra ressourcerne skulle indhentes. Til 
gengæld ville lederen gerne have et mere kondenseret oplæg fra projektgruppen om, 
hvor indsatsen skulle lægges samt grafer med data, som kunne præsenteres for 
medarbejderne på et kort møde. Projektgruppen lagde dog vægt på at indsatsområderne 
skulle bestemmes i samråd og dialog med ledelsen, for at afdelingen kunne udvikle 
ejerskab til projektet. Ligesom en kort overlevering af resultaterne til medarbejderne 
sandsynligvis ikke ville medføre nogen ændringer på sigt.  
 
Ledelsen ville gerne kende sit niveau i forhold til de andre medvirkende afdelinger, og 
det var en tendens til at tolke resultaterne mere positivt end projektgruppen. Desuden var 
der uenighed i ledelsesgruppen om værdien af datamaterialet. Mødet endte derfor med at 
ledelsen skulle vende tilbage, når de havde fundet ud af hvad de ville bruge 
projektgruppen til.  
 
4.3.4 Afdeling 3 
Denne afdeling havde arbejdet intenst med motivation og samarbejde i et af afsnittene, 
pga. af et stort frafald af personale. I løbet af denne proces var det blevet dem klart, at 
nok var der meget frihed i afdelingen men ingen fælles mål, hvilket medvirkede til at 
skabe usikkerhed blandt medarbejderne. Man havde nu klarlagt hvad der skulle til og 
opsat nogle fælles mål for afsnittet. I afdelingen arbejdede en gruppe målrettet med 
medicinering bl.a. ved at udvikle nye medieringsskemaer for både læger og 
sygeplejersker. I forbindelse med akkreditering var nedsat en gruppe, der overvejede at 
arbejde med patientforløb som hovedområde. Endvidere overvejedes muligheden af at 
udpege en risk-manager i afdelingen.  
 
Denne afdeling tog åbent imod resultaterne, idet de havde mange forbedringspunkter at 
tage fat om. De oplevede at undersøgelsen slog hovedet på sømmet, og var derfor opsat 
på at bruge denne viden konstruktivt ved bl.a. at videreformidle til medarbejderne. De 
var overbevist om at sikkerhedskultur faktorerne, så som kommunikation og samarbejde, 
var hjørnesten i patientsikkerhedsarbejdet. Da man havde planlagt en temadag om 
patientsikkerhed inden for den meget nære fremtid, blev det besluttet at denne skulle 
fokuseres omkring undersøgelsesresultaterne.  
 
I dialog med ledelsen og patientsikkerhedsudvalget og på baggrund af datamaterialet 
blev fire centrale indsatsområder prioriteret. På temadagen blev udvalgt data understøttet 
af teorier på området formidlet til alle medarbejderne i en aggregeret og fokuseret form. 
Dette oplæg blev derefter fulgt op af gruppediskussioner af de fire centrale temaer, som 
hver blev behandlet af to grupper og derefter fremlagt i plenum: 
 
1. Tema: Hvordan får vi hændelserne frem i lyset og får lært af dem i forbindelse med 
håndtering af patientsikkerheden? 
2. Tema: Hvilken betydning har dialog og kommunikation, og hvorledes forbedres 
denne i forbindelse med patientsikkerhed? 
3. Tema: Hvilken betydning har kompetence, overskridelse af egne grænser og 
manglende instrukser for patientsikkerheden? 
4. Tema: Hvordan forholder vi os konkret, når der optræder utilsigtet hændelse eller 
næruheld i afdelingen? Anonymitet/rapportering i ledelsessystemet. Skal der 
udvælges en risk-manager for afdelingen eller en styregruppe for patientsikkerhed? 
 
I gruppearbejdet skulle der tages stilling til følgende tre spørgsmål: Genkender I 
problemstillingen? Hvordan prioriterer I den i patientsikkerhedsdebatten? Hvordan kan 
den forbedres? 
 
Der kom mange gode og konstruktive bud på ovenstående temaer og de blev ivrigt 
diskuteret, om end der ikke var tid til at komme helt til bunds. På dagen besluttedes ikke 
 hvad præcis der videre skulle gøres, men der var enighed om, at arbejde videre med 
forslagene. Desværre har afdelingen ikke formået at få samlet op på temadagen, til trods 
for stor iver, engagement og hensigtserklæringer om at arbejde med disse temaer.  
 
4.3.5 Afdeling 4 
Denne afdeling havde en meget veludviklet sikkerhedskultur på de fleste faktorer, og det 
var derfor lidt sværere at indkredse potentielle indsatsområder. Dog var der ingen tvivl 
om, at der skulle arbejdes med en mere systematisk erfaringsopsamling, idet dette var 
afdelingens store mangel og en betydelig svaghed, set i forhold til kravet om læring. I 
tiden mellem undersøgelsen og mødet havde afdelingen arbejdet med en 
kerneårsagsanalyse, en proces de havde lært meget af, men analysen og dens 
konklusioner var endnu ikke videreformildet til medarbejderne. Som lederne selv fortalte 
havde man talt mere om patientsikkerhed end handlet. 
 
I forbindelse med brug af materialet ville man videregive det til hele ledergruppen og 
samarbejdsudvalget. Herudover overvejede man at bruge dele af det som 
introduktionsmateriale til de nye, og evt. lade uddannelsesansvarlige, omsorgspersoner 
og andre centrale personer få adgang til materialet, så også de ville kunne videreformidle 
”den gode historie”: Hvad er en god sikkerhedskultur og hvorfor er det, at denne afdeling 
er god til det den gør? 
 
4.3.6 Generelle reaktioner og relevante diskussioner 
På tilbagemeldingsmøderne kom samtalerne meget hurtigt til at handle om hvorfor det 
var så svært at udvikle en sikkerhedskultur. De fleste afdelinger oplevede både interne 
som eksterne barriere. I flere tilfælde handlede det om problemer afdelingerne oplevede 
som udenfor deres kontrol, og til en vis grad uden for deres ansvarsområde, om end det 
havde direkte indflydelse på deres hverdag.   
 
Det største og væsentligste problem, var det faktum at patientsikkerhed i den grad slås 
med andre projekter om tid, herunder elektronisk patientjournal, akkreditering mv.. 
Akkreditering kræver et stort stykke arbejde af de enkelte afdelinger.  
 
Et andet problem synes at være direktionen, flere afdelinger stillede spørgsmåls til 
direktionens indsats, ledelserne oplever ikke at direktionen i høj nok grad støtter og klart 
udmelder hvad de ønsker, hvad målet er, og hvad man er villig til at investere for at opnå 
det. Hvad skulle eksempelvis nærværende projekt bruges til, hvad er direktionens 
målsætning, hvor skal man stå om tre måneder og er det muligt at bruge det til at 
understøtte akkreditering og kompetenceudvikling. I samme stil oplever flere af lederne 
at deres hverdag og opgaver er meget atomiseret, hvorfor mange gode ideer ikke 
kommer ud over kanten.  
 
Et tredje problem er hele kulturen omkring åbenhed om fejl og utilsigtede hændelser. 
Nogen mener at de studerende på medicinstudiet ikke i tilstrækkelig grad opmuntres til 
at tale om fejl. Hvem har ansvaret for at lære de studerende om dette på medicinstudiet? 
En leder mente at det var Sundhedsstyrelsens ansvar at træne speciallægerne i 
kommunikation og give dem et nyt sprog omkring fejl. Vi er dog af den opfattelse at det 
ikke nytter kun at introducere om fejlrapportering og læring på medicinstudiet eller på 
speciallægeuddannelserne, man skal også være gearet til at modtage de studerende når de 
kommer ud. Derfor skal ledelserne tage stilling til den manglende åbenhed og prioritere 
nogle løsningsmodeller også selvom det er en svær opgave. I denne sammenhæng blev 
der nævnt at det at fortælle om fejl kunne være en trussel for faget, idet det kan påvirke 
og ændre ved gamle traditioner og synet på ”overlægeautoriteten”.   
 
En fjerde barriere var hele juraen omkring fejl og pålæggelse af juridisk skyld. Her 
oplever de fleste ledere dels at patientklagenævnet skaber praktiske problemer og dels at 
disse forstærkes ved behandlingen af sager i huset. Helt generelt oplever lederne at det 
juridiske vægtes meget højt til fordel for patienterne, men ikke til fordel for 
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medarbejderne også kaldet ”det andet offer” (Wu, 2000) og at dette står i vejen for at 
skabe tryghed, åbenhed og tillid i huset. Selvom husets jurist er ansat til at hjælpe 
medarbejderne oplever lederne det modsatte.  
 
4.4 Opsummering 
Resultaterne viser, at niveauet af sikkerhedskultur i afdelingerne variere meget – fra 
hvad man i tilsvarende undersøgelser kan betegne som meget moden til umoden. 
Imidlertid peger resultaterne også på generelle problemer, især hvad angår barrierer af 
strukturel og kulturel karakter, som alle afdelingerne står over for. I praksis betyder det, 
at der skal tages højde for, hvordan de forskellige faktorer og aspekter af 
sikkerhedskultur bedst håndteres i de respektive afdelinger, samtidig med at der vil være 
mulighed for at arbejde med nogle fælles indsats områder på tværs af afdelingerne.      
 
I forbindelse med tilbagemelding, reaktion og brug af resultaterne i afdelingerne viser 
resultaterne igen en variation. De afdelinger med den mest positive sikkerhedskultur er 
også dem, der er mest imødekommende overfor væsentligheden af at arbejde med 
sikkerhedskultur. Det betyder, at der ligger en betydelig større udfordring i at få de 
afdelinger med, som ikke nødvendigvis har så højt et niveau af sikkerhedskultur.  
 
Helt generelt er det tydeligt, at afdelingerne har svært ved at fastholde eller prioritere 
engagement i undersøgelsen (f.eks. ved at gøre mere aktivt brug af data og 
projektgruppen), så længe de ikke holdes aktivt til ilden. Samtidig kan vi konstatere at 
alle afdelinger i større eller mindre grad, rent faktisk arbejder med 
patientsikkerhedskulturrelaterede projekter, uden at dette nødvendigvis er sat i 
begrebslige rammer.  
 5 Analyse af metode og værktøj til måling af 
sikkerhedskultur 
5.1 Styrker og svagheder ved interview og spørgeskemadata 
Resultaterne af interview- og spørgeskemaundersøgelsen viser, at disse metoder er i 
stand til at beskrive den eksisterende sikkerhedskultur på overensstemmende og 
konsistent vis for de fire afdelinger. Fra et metodisk perspektiv er det vigtigt, at alle 
afdelingerne oplevede at resultaterne af både interview og spørgeskema var præcise i 
deres beskrivelser af afdelingens kultur og håndtering af utilsigtede hændelser. På 
baggrund af interview validering konstateres, at spørgeskemaet er i stand til at gengive et 
korrekt billede af afdelingernes sikkerhedskultur. Der er således ingen markante 
uoverensstemmelser mellem data materialet i de to metoder.  
 
Data fra interview og spørgeskema supplerer hinanden, og ingen uoverensstemmelser 
kunne ses mellem resultaterne fra de to anvendte metoder. Spørgeskemadata fungerede 
godt som diskussionsoplæg, især fordi de i højere grad end interviewene var i stand til at 
afdække generelle trends i afdelingen, dvs. tendenser som karakteriserer afdelingens 
håndtering af opgaver som sådan, og som derfor vedbliver og ikke forsvinder, fordi en 
konkret opgave er løst. Interviewene gav mere detaljerigdom, men samtidig også en 
kontekstafhængig fokusering på enkeltproblemer, med den effekt at aktuelle problemer 
fyldte forholdsvis meget f.eks. fysisk flytning og de problemer det medførte. Med andre 
ord er spørgeskemadata bedre i stand til at pege på mangler ved sikkerhedskulturen, som 
kan have bred effekt og som man kan diskutere omfanget af og løsninger til i afdelingen. 
Interviewene derimod er i højere grad i stand til at afdække de aktuelle problemer, men 
netop i kraft deraf mister de den større årsagssammenhæng.  
 
5.2 Faktor analyse 
Resultaterne fra spørgeskemaet er analyseret ved hjælp af en faktor analyse hvilket har 
resulteret i et forkortet spørgeskema, fra 68 items til 42 items.3 Derudover viste interview 
data, at der var nogle områder, som er særlige risikofyldte, og som ikke er tilstrækkeligt 
dækket af spørgsmålene i spørgeskemaet. Dette har givet anledning til et par nye 
spørgsmålsbatterier. Vi har valgt at bruge en eksisterende og valideret faktor fra et 
gennemtestet spørgeskema af Sorra (2004), som Madsen m.fl. (2006) har reviewet og 
fundet brugbart og relevant. Det drejer sig om ”kommunikation og åbenhed”. Derudover 
har vi valgt at formulere nogle tillægsspørgsmål omhandlende ”patienten og sikkerhed”, 
som vi finder væsentlige. Spørgeskemaet består nu af følgende emner inden for 
patientsikkerhedskultur:  
 
A. Rapportering og læring (spm 1-5)  
B. Grunde til ikke at rapportere (spm 6-9) 
C. Prioritering, tillid og støtte (spm 10-13 & 15-19)  
D. Kommunikation og samarbejde (spm. 14 & 20-24)  
E. Ressourcer (spm 25 & 26)  
F. Kommunikation åbenhed (spm 27-29)  
G. Patienten og sikkerhed (spm 30-33) 
H. Grunde til at undlade at følge instrukser mv. (spm 34a-e) 
I. Hvorfor indtræffer utilsigtede hændelser (spm 35a-g) 
J. Involvering og rapportering af utilsigtede hændelser (spm 36-37) 
K. Kendskab til ansvarlige (spm 38-39)  
L. Faktuelle spørgsmål (spm 40-42)  
                                                     
3 For en gennemgang af analyseresultaterne se Risø-I-rapport: Spørgeskema om 
PatientSikkerhedsKultur på Sygehuse: Vejledning i Brug og Analyse - Opgave udført for 
Københavns og Frederiksborgs Amter, Marlene Dyrløv Madsen. 
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6 Diskussion 
6.1 Interview og spørgeskema resultater 
Resultaterne fra både interview og spørgeskema vidner om en stor diskrepans mellem 
afdelingerne på niveauet af sikkerhedskultur. Dette svarer til tidligere undersøgelser 
(Madsen, 2004). Samtidig ses mange ligheder, især i relation til rapportering og alt hvad 
det indebærer, fordi afdelingerne er præget af den samme kultur og tradition omkring 
håndtering af fejl og utilsigtede hændelser, og fordi der endnu ikke eksistere en 
systematisk erfaringsopsamling (kun i en afdeling). De fire afdelinger kan derfor 
potentielt have gavn af et samarbejde, dels fordi de hver især har svagheder og styrker, 
som kan supplere hinanden og dels fordi de står overfor den samme udfordring – at 
opbygge en læringskultur. 
 
Resultaterne viser, at der er generel interesse for arbejdet med patientsikkerhed, samt at 
flere afdelinger allerede er rigtig godt i gang. Alligevel er der i arbejdets organisering, 
beslutningsprocesser, kommunikation og samarbejde samt i arbejdsmængden i sig selv, 
en del barrierer som må overkommes for at sikre tilrettelæggelsen af en systematisk 
erfaringsopsamling og læring af utilsigtede hændelser med henblik på at skabe en positiv 
sikkerhedskultur. 
 
6.1.1 Rapportering 
Interviewene peger entydigt på at personalet ønsker at det strukturelle omkring 
rapportering skal være i orden, herunder hvad der skal rapporteres, hvordan det skal 
rapporteres, til hvem, samt at der kommer feedback og konstruktive ændringer ud af 
rapporterne. Ligesom man skal behandles retfærdigt. Disse krav stemmer overens med 
viden fra andre domæner (Reason, 1997), og som man har evalueret og opstillet i 
rekommandationerne til det nationale system (Hermann et al., 2002). Lov om 
rapportering tager højde for flere af disse ønsker, men dikterer ikke hvorledes dette skal 
foregå lokalt. Dette bestemmes af amterne, hospitalerne og de enkelte afdelinger. 
 
De involverede afdelingerne kan tydeligvis blive meget bedre til at systematisere og 
bruge viden fra fejl og utilsigtede hændelser, herunder gennemgå forløb og årsager, 
diskutere mulige forbedringer, opdatere træning og instrukser, samt at give konstruktiv 
feedback. En forudsætning herfor er, at ledelsen tydeligt giver udtryk for at den ønsker at 
lære fra fejl og utilsigtede hændelser, herunder skabe og anvende systematisk læring fra 
hændelser.  
 
Undersøgelsen viste, at det kun var i knap 40% af de tilfælde hvor der havde været en 
undersøgelse, at der rent faktisk kom positive ændringer ud af det. Det er for lav en 
procentdel, hvis medarbejdernes motivation til at rapportere skal opretholdes. Den 
positive effekt af undersøgelserne skal gøres tydeligere og evt. mere konstruktivt, så 
personalet kan se, at deres bidrag gør en forskel. Et interessant fund er, at den eneste 
afdeling, som rent faktisk har rapportering, samtidig er den afdeling, hvis stærkeste 
grund til ikke at rapportere er, at det tager for meget tid. Dette er en utrolig væsentlig 
erfaring, idet man ikke skal underkende at tiden personalet bruger på rapportering skal 
indhentes et andet sted fra. Dette kan i yderste fald betyde at medarbejderne skal 
prioritere mellem opgaver, hvilket stiller dem i et dilemma. Derudover var der en 
afdeling, som havde arbejdet med en anden form for rapportering, og som oplevede at 
det var utrolig svært at engagere medarbejderne til at rapportere, og derfor var 
forudindtaget angående fejlrapportering. 
 
Spørgsmålet er hvordan man kan skabe tradition for at fortælle om fejl og utilsigtede 
hændelser og samtidig opbygge tryghed for medarbejderne ved at stå frem.  
 
 6.1.2 Retfærdighed 
En retfærdig kultur bygger på en tankegang om at medarbejderne skal behandles 
retfærdigt, hvilket er en forudsætning for at personalet villigt rapportere. Med andre ord 
så forudsætter organisationens mulighed for læring fra fejl og utilsigtede hændelser, at 
medarbejdere ikke straffes eller bebrejdes for uintenderede fejl (dvs. fejl som ikke 
skyldes bevidste overtrædelser); og desuden at man undlader at straffe for fejl og 
hændelser, som skyldes latente betingelser i det tekniske eller organisatoriske system 
(Reason, 1997; Maurino, 1995; Miller, 1997). En retfærdig behandling, betyder på den 
ene side, at medarbejderne ikke bebrejdes af deres ledere for at begå mindre fejl, og på 
den anden side at de medarbejdere, der faktisk har opført sig groft uagtsomt i en hvis 
udstrækning bliver gjort ansvarlige. Sidstnævnte stiller store krav til organisationen, idet 
det kan være meget svært at skelne simpel uagtsomhed (dvs. man har handlet letsindigt i 
en eller anden mindre grad) fra grov uagtsomhed, især fordi man i udgangspunktet typisk 
vurderer ”fejlen” på baggrund af konsekvenser, dvs. skadens størrelse, og ikke på 
intentionen. Kort sagt, lægges der ikke nødvendigvis vægt på det retfærdige 
(intentionen), men på skaden (konsekvensen). Den retfærdige kulturs største udfordring 
er derfor at definere en klar grænse mellem den acceptable og den uacceptable adfærd.4 
Inden for den sikkerhedskritiske teori taler man oftere om den ’skyldfrie (”blame-free”) 
kultur’ end den ’retfærdige kultur’. Den ’blame-free kultur’, der er karakteriseret ved at 
undgå at udpege skyldige, har et mere vanskeligt problem med at ’trække grænsen’ 
(Madsen, 2002). Vanskeligheden består i at begrebet ’blame-free’ kan fortolkes som om 
der aldrig vil blive placeret skyld og følgelig heller aldrig anvendt straf. Denne 
misfortolkning kan skabe falske forventninger blandt medarbejderne, men også 
provokere det omgivende samfund. Mens den retfærdige kultur må betegnes som 
begrebsmæssigt klar, er den ’blame-free kultur’ med andre ord konceptuelt diffus.  
 
I interviewene og møderne med ledelserne fyldte dette emne meget, idet erfaring med 
utilsigtede hændelser og behandlingen heraf stammer fra patientklagenævnets 
behandling, som de fleste oplever som uretfærdigt og tilfældigt, og omkostningstungt i 
form af den effekt det har på de involverede medarbejdere. Den nye lov om rapportering 
har et helt andet sigte – læring frem for skyld – dette kan dog være svært at overbevise 
medarbejdere og ledelserne, der oplever at det juridiske system vægtes meget højt. 
Spørgsmålet er hvordan man kan skabe tryghed, åbenhed og tillid, så man undgår en 
praksis omgærdet af defensiv medicin, som man ser det i USA, og begyndende i 
England. 
 
Til gengæld peger resultaterne også på at medarbejderne internt i afdelingen oplever et 
retfærdigt system, dog sådan at nogen afdelinger oplever mere fokus på skyld end andre, 
ligesom lederne heller ikke altid vil indrømme fejl, og dermed være foregangsmænd for 
åbenhed om fejl. Det er vigtigt at opbygge gensidig tillid, hvis man vil skabe en 
rapporteringskultur, f.eks. kan mindre fokus på skyld medvirke hertil, støtte af 
medarbejdere efter hændelser og at ledelsen selv indrømmer fejl, samt roser og 
anerkender godt arbejde.  
                                                     
4 I juraen (som i moralen) skelner man traditionelt mellem intentionelle og ikke-
intentionelle handlinger. Inden for det sikkerhedskritiske område vil man yderst 
sjældent se intentionelle handlinger med negative konsekvenser som mål (sabotage). 
Til gengæld vil man ofte se gode intentioner realiseret gennem ulovlige handlinger 
(overtrædelser) ligesom man vil se ikke-intentionelle handlinger (fejl) som i nogle 
tilfælde falder ind under den juridiske kategori af uagtsom adfærd. Inden for juraen 
opdeler man uagtsomhed i ’simpel’ og ’grov’ uagtsomhed. Til ’simpel uagtsomhed’ 
hører fejltyper som ”slips and lapses”; uintenderede handlinger som skyldes 
uopmærksomhed (Miller, 1997). Og interessant er det at 90 % af alle menneskelige 
fejl kan betegnes som udtryk for simpel uagtsomhed. Til ’grov uagtsomhed’ hører 
handlinger - eller undladelse af handlinger - der rummer en alvorlig og forudseelig 
risiko, på trods af at risikoen ikke er intentionel. For mere herom se Jensen & Madsen 
(2001). 
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6.1.3 Arbejdsmiljø, kompetence og træthed 
Hvis man har et godt arbejdsmiljø, vil potentialet for at udvikle en god sikkerhedskultur 
være større. Medarbejdere som er utilfredse føler sig normalt mindre motiverede og 
engagerede i f.eks. forslag fra ledelsen og vil ofte være i opposition til ændringer. 
Selvom arbejdsmiljø handler om medarbejdernes velvære, så vil medarbejdernes 
tilfredshed alt andet lige have en afsmittende effekt på patientsikkerheden, og netop 
derfor bør arbejdsmiljø og sikkerhedskultur ses som to forbundne størrelser. Det er 
imidlertid påfaldende at uanset hvor dårligt medarbejderne udtaler sig om 
arbejdsforholdene, så er de stadig motiverede for deres arbejde, fordi de oplever at de har 
et meningsfuldt job. Dette stemmer overens med nogen organisationsteoretikere der 
påpeger at det ikke er arbejdsforholdene men snarere fagligheden der diktere 
medarbejdertilfredshed (Bakka & Fivelsdal, 1998), men dette synspunkt er 
kontroversielt. Spørgsmålet er præcis hvilken effekt arbejdsmiljø har på 
patientsikkerhedskulturen? 
 
Uanfægtet organisationsteorien, viser kognitions og human factors forskning at træthed 
og stress forøger chancerne for fejl og dermed utilsigtede hændelser (Helmreich & 
Foushe, 1993). I denne forstand har fysisk overbelastning af medarbejdere beviseligt en 
direkte dårlig effekt på patientsikkerheden, og må derfor tages alvorligt.  
 
Resultaterne viser, at op til 25 % var enige i at ledelsen prioriterede patientsikkerhed lavt 
i forhold til effektivitet. Dette er et problem, for det første fordi det kan have 
konsekvenser for patienterne og for det andet er det stressende og opslidende for 
medarbejderne at skulle gå på kompromis med sikkerheden og deres faglighed. Det er 
velkendt at stærke professioner har en høj faglig stolthed og standard, som de kære om 
(Flermoen, 2001). Interviewene understøttede et billede af at medarbejder, der ikke 
længere opretholde deres egen faglige standard, siger op.   
 
Lederne påpegede dog også at medarbejderne selv sætter meget høje og ambitiøse mål.,. 
Derfor føler ledelsen hele tiden at de skal stoppe dem, for at de ikke stresser sig selv , 
samtidig med at de skal fokusere på succeserne, f.eks. ved at finde én god historie hver 
dag! Det er typisk at medarbejderne har mange historier, men det er næsten altid de 
dårlige fortællinger der viderebringes. En leder fortalte f.eks. om et afsnit, hvor 
medarbejderne tror at kvaliteten er for ringe, og i virkeligheden er deres standard rigtig 
høj, ifølge ledelsen. Det er blandt andet denne afdeling der er gået i gang med at arbejde 
konkret med arbejdsmiljø. 
 
Figur 1 illustrerer den pragmatiske virkelighed, som man må navigere i, når man 
arbejder inden for en sikkerhedskritisk organisation (Reason, 1997). På den ene side har 
man en produktion, som man skal opretholde for at få bevillinger, på den anden side skal 
man hele tiden i sin produktion tage højde for at sikkerheden er i orden. Patienterne skal 
helst overleve. Hvis man på den ene side lægger for meget vægt på sikkerhed bliver 
omkostningerne for dyre, ligger man på den anden side for meget vægt på at få så mange 
patienter igennem som muligt, vil det sandsynligvis medføre skader på nogle patienter, 
hvilket i sidste ende kan blive rigtig dyrt. Kunsten er altså at balancere mellem disse, det 
vi kalder at finde ligevægtszonen.  
 
 Figur 1: Model af relationen mellem produktion og sikkerhed 
 
I forbindelse med kompetence, var det påfaldende at nærmest alle afdelingerne var af 
den opfattelse at der var brug for mere opbakning til de unge, f.eks. i form af 
supervision. Det kan virke både meningsløst og demotiverende for medarbejdere at 
medvirke i alle mulige velmenende projekter, hvis de indsatsområder, der for dem er 
tydelig, gang på gang negligeres. 
 
Spørgeskemaresultaterne viser endvidere, at personalet generelt oplevede at kunne 
spørge om hjælp, hvilket er udtryk for tryghed og tillid. Spørgsmålet er om denne 
oplevelse ikke også vil kunne overføres til rapporteringssituationen? Derudover er det 
essentielt at introduktion af nye samt supervision forbedres. Hvilken kultur, herunder 
værdier og normer ønsker man at videregive til nytilkomne? Derudover kan man spørge 
sig selv, hvorfor der er et mangelfuldt kendskab til instrukser, og hvad der kan gøres ved 
det. Ligesom der kan være overvejelser om mere efteruddannelse? Det bliver nævnt at 
der kan gøres mere for patientsikkerhed, her er det op til de enkelte afdelinger at se 
indad, og tænke over hvordan de kan arbejde mere proaktivt, så tingene ikke når at gå 
galt.  
 
6.1.4 Kommunikation og samarbejde 
Hvis rapportering og læring fra fejl og utilsigtede hændelser skal lykkedes er det vigtigt 
at samarbejdet i afdelingen og med ledelsen fungerer. Resultaterne tyder på, at dette kan 
forbedres på flere punkter, ligesom ledelsens rolle i forbindelse med patientsikkerhed og 
det gode samarbejde og kommunikation bør diskuteres. Resultaterne viser også, at der 
ikke er enstemmigt tilfredshed med måden man får vigtig information på og derfor bør 
man overveje hvad der kommunikeres og hvordan det skal kommunikeres. Endvidere 
synes der er at være stor forskel på afdelingerne hvad angår at løse de daglige konflikter 
og at have klarhed over de enkeltes ansvarsområder. I begge tilfælde har det betydning 
for patientsikkerhedskulturen, da der er iboende fejlrisici i et system, hvor ansvaret for 
de enkle opgaver ikke er klart, og hvor daglige konflikter ikke løses. 
 
Den seneste forskning inden for patientsikkerhed viser at kommunikation er meget 
afgørende i patientsikkerhedsarbejdet, både kommunikationen blandt medarbejdere, men 
også i forhold til patienterne. Manglende eller utilstrækkelig kommunikation er en 
medvirkende årsag til utilsigtede hændelser. Kommunikation er en af de kompetencer 
man ikke tidligere har lagt vægt på under uddannelsen af læger. Interviewresultaterne 
tyder på, at det tværfaglige samarbejde kunne styrkes, ligesom kommunikationen mellem 
både faggrupper og specialer kan forbedres.  
 
Production
Protection
Konkurs
Ligevægtszone
Katastrofe
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6.1.5 Ansvar - patienter 
Hvad angår patienterne er flere af afdelingerne ikke gode nok til at informere patienter 
efter hændelser. Undersøgelser viser, at det er vigtigt for patienter at blive informeret, 
når der er opstået utilsigtede hændelser (Gallagher et al., 2003; Andersen et al., 2004) 
Derudover er det foruroligende at op til 57 % ikke føler de har tilstrækkeligt tid til at 
færdigbehandle patienterne. Helt generelt mener mange, at der kan gøres mere for 
patientsikkerhed, hvilket resultaterne også vidner om.  
 
6.1.6 Hvilken rolle skal instrukser have 
Resultaterne viser at den stærkeste grund til ikke at følge instrukser er den faglige 
begrundelse, og dernæst arbejdspres. I denne sammenhæng er det interessant at diskutere 
hvilken rolle instrukser skal spille, hvor strikt skal de følges og hvis de kan overtrædes, i 
hvilke tilfælde? Nyere forskning peger på at for mange regler blot resultere i flere 
overtrædelser, derfor bør man ifølge Amalberti (2004) hellere udvikle det der kaldes for 
en ”safety-envelope”, et råderum, hvor der er plads til overtrædelser, men som stadig er 
sikkert. Nedenstående model (Figur 2 oprindelig udviklet af Jens Rasmussen) kan bruges 
i afdelingerne som udgangspunkt til at italesætte og fastsætte fælles normer og ”etik” for 
sikker praksis, (Jensen og Madsen, 2001).  
 
 
Figur 2: Illustration af grænserne for sikkerhedskritisk råderum  
 
6.1.7 Årsager til hændelser/fejl 
Resultaterne udtrykker personalets oplevelse af hvad der er årsager, og er derfor ikke 
nødvendigvis udtryk for at det rent faktisk er årsagerne. Alligevel giver de et billede af 
hvor medarbejderne ”ser” problemerne, og hvor de derfor har deres fokus rettet. Hvis 
årsagerne tages for pålydende, hvordan kan man så tilrettelægge arbejdet således at man 
ikke forstyrres for meget? Flere ressourcer til patientsikkerhed? Kan uddannelse og 
læring prioriteres i højere grad – og er der særlige indsatsområder? Hvordan kan man 
blive bedre til at bakke op om de uerfarne? Hvordan kan man forbedre instruktion i 
teknisk udstyr? Et kendt problem i forbindelse med fejlbetjening af teknisk udstyr er, når 
der findes mange forskellige modeller som udfører samme funktion men betjenes 
forskelligt. Er det muligt at standardisere udstyr, og kan man lave obligatorisk 
introduktion til alt nyt udstyr? 
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 6.2 Respons og brug af data 
Gennem hele processen har vi forsøgt at forsikre afdelingerne om, at udviklingen af en 
positiv sikkerhedskultur ikke som sådan er et ekstra projekt, men handler om at ændre 
tankegangen og vanerne i hverdagens praksis. Dette vil vi stadig fastholde. Alligevel er 
man nødt til at erkende at udviklingen af en velfungerende sikkerhedskultur kræver visse 
”investeringer”. For det første kræver det en overbevisning - at man tror på at det vil 
gavne. For det andet kræver det engagement – især fra ledelsen og de nøglepersoner, der 
skal få det til at fungere. For det tredje kræver det prioritering og dermed tid - i hvert 
fald i begyndelsen. For det fjerde kræver det ekstra ressourcer, f.eks. i form af 
patientsikkerhedsansvarlige og risikomanagers. Sidst og ikke mindst kræver det fra 
ledelsen - indsigt i sikkerhedskultur faktorer, overblik i forhold til afdelingen og 
processerne og tålmodighed i forhold til tiltagenes effekt. Ændringer af kultur kan have 
lange udsigter og kræver derfor en bevidst og målrettet indsats, for at det kan medføre 
konstruktive forbedringer. 
 
Hvis man ser på rækken af ”investeringer”, der kræves for at udvikle en god 
sikkerhedskultur, kan det virke uoverskueligt og muligvis endda urealistisk at få 
afdelingerne til at indgå i arbejdet, om end det uden tvivl på lang sigt vil opleves som en 
lille investering. Hvis man sammenholder disse investeringer med afdelingernes 
reaktioner er det tydeligt at én af afdelingernes ledelse ikke oplevede det som værd at 
prioritere, måske især fordi det var svært at overskue hvorfra ressourcerne skulle 
indhentes. 
 
De fire ledelsers forskellige modtagelse af resultaterne og deres syn på disses 
anvendelighed, kan ikke alene forklares ud fra gradsforskellene i niveauet af 
sikkerhedskultur eller ud fra hvor mange faktorer de respektive afdelinger potentielt vil 
kunne forbedre. Det billede, der synes at tegne sig, var at ledelsernes faglighed, dvs. 
deres specialetilhør, direkte afspejledes i deres administrative og ledelsesmæssige tilgang 
til sikkerhedskultur og patientsikkerhed. En af de væsentligste forskelle lå i hvorvidt 
patientsikkerhed opfattedes som en ekstra og enkeltstående opgave eller som en iboende 
del af patientforløb og pleje. Dette forklarer også til dels den modstand, en afdeling 
havde, mod forandring og udtalt skepsis overfor projektet. 
 
Derudover, er kravet om ændring af kulturen, det samme som at overbevise personalet 
om at tingene skal gøres på en anden og ”bedre” måde, idet de skal ændre vante 
praksisser, traditioner og underliggende værdier. Det er få mennesker som tager imod 
forandringsprocesser med kyshånd. Der vil alt andet lige altid være en eller anden grad 
af modstand, om end begrundet forskelligt. Uanset, så bar resultaterne præg af at 
sundhedsvæsenet søsætter mange nye projekter, hvorfor man bør tænke over hvad det 
man igangsætter kræver, og muligvis i højere grad koordinere, hvad der skal prioriteres. 
Ingen organisation kan holde til konstant forandring og ændringer af strategier. 
 
I forlængelse af ovenstående kan man overveje, hvornår det er hensigtsmæssigt at 
forsøge at ændre ”direkte” på kulturen, og hvornår det kan betale sig at gøre det 
”indirekte” ved at iværksætte det man på engelsk betegner ”forcing functions”. Forcing 
functions er ideen om at man kan installere funktioner, som tvinger medarbejder til at 
handle på den rigtige måde, f.eks. ved at skærpe procedurer, eller at have udstyr som kun 
kan betjenes på én måde. Vi mener dog ikke, at man altid kan løse sig ud af problemerne 
ved hjælp af forcing functions, netop fordi kulturen spiller ind som en uforudsigelig 
faktor. Det kan f.eks. være svært at tvinge personalet til at kommunikere ordentligt, hvis 
ikke man samtidig underviser dem i, hvordan man gør det rigtigt, og hvorfor det er 
vigtigt. Vi mener derfor, at begge typer af strategier bør anvendes således at deres 
forskellige styrker udnyttes. 
 
Brug af konkrete motivationsteorier for at initiere og fastholde interessen kan være 
hensigtsmæssigt. Endvidere kan sprogdannelsen omkring fejl og utilsigtede hændelser 
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ænders til noget konstruktivt, f.eks. ved at ændre negative oplevelser af fejl og utilsigtede 
hændelser til gode fortællinger om hvordan det medvirkede til ændringer.  
6.3 Værktøj til måling af sikkerhedskultur 
To ud af fire afdelinger gjorde aktivt brug af datamaterialet, den tredje afdeling brugte 
det mere indirekte, idet de kunne konstatere at de havde en positiv sikkerhedskultur, om 
end der var åbenlyse mangler. Umiddelbart var alle afdelingerne dog interesseret i 
spørgeskemadata, både for at kende sit niveau, sammenligne sig med de andre og for at 
kunne gentage spørgeskemaet som en vurdering af konkrete tiltags effekt.  
 
Spørgeskemaet viser sig at være i stand til at måle forskelle mellem afdelinger på 
niveauet af sikkerhedskultur. Samtidig kunne et forkortet skema sandsynligvis have 
forbedret besvarelsesprocenten. På baggrund af undersøgelsens resultater er et kort 
statistisk valideret skema konstrueret.  
 
 
 
 
 
 7 Konklusion 
I arbejdet med udvikling og fastholdelse af sikkerhedskultur er det altafgørende at 
afklare hvad formålet med sikkerhedskultur / rapportering / patientsikkerhed er. Det 
handler i bund og grund om at gøre hverdagen mere sikker både for personale og patient. 
Det er essentielt, at være realistisk i relation til hvad man ønsker at opnå. Arbejdet med 
patientsikkerhed kan hurtigt få dimensioner som et ”monster”, hvilket i sig selv kan 
”afskrække” og dermed opbygge modstand hos medarbejderne med den negative effekt 
at engagementet tabes på gulvet. Patientsikkerhed er et arbejde, der aldrig afsluttes. Der 
vil altid være noget, som kan gøres bedre og mere sikkert, hvorfor det er vigtigt at kunne 
fastholde interessen hos medarbejderne.  
 
Som med mange andre af livets forhold skaber det tillid, når der er overensstemmelse 
mellem ord og handling. I arbejdet med patientsikkerheden er det utrolig vigtigt, at sende 
et entydigt signal om at patientsikkerhed har høj prioritering, og at vise det i form af 
handling og forbedrende tiltag. Når den unge læge i interviewet udtaler, at man bør 
prioritere supervision hvis man vil patientsikkerhed, så sætter han netop spørgsmålstegn 
ved forholdet mellem vilje og handling. For ham og de fleste andre medarbejdere er der 
åbenlyse steder, hvor patientsikkerheden kan forbedres, og det kan virke utroværdigt, når 
der ikke aktivt gøres noget på disse områder.  
 
Ledelsernes forskellige respons på resultaterne og oplevelsen af manglende tid og 
ressourcer er ikke overraskende, men bidrager med nogle vigtige erkendelser. For 
det første at afdelinger i deres travle hverdag, bombarderes med nye projekter og 
opgaver, som skal løses, og oftest inden for den almindelige normering, hvilket 
minimere engagementet i de enkelte opgaver. I denne forbindelse er det derfor oplagt 
at forsøge at koble patientsikkerhed, akkreditering og psykosocialt arbejdsmiljø i en 3-
benet enhed, da der er stort overlap såvel teoretisk som praktisk. 
 
For det andet er det tydeligt at afdelinger er forskellige og tænker forskelligt, og 
derfor skal mødes på forskelligt grundlag, når udvikling af sikkerhedskultur skal 
iværksættes. I denne forbindelse spiller projektgruppens ”erkendelse” af 
”specialetilknytning som bestemmende for ledelsesstil” en væsentlig rolle i 
overvejelserne og tilrettelæggelsen af handlingsplanner for udvikling af 
sikkerhedskultur. Man bliver nødt til at afstå fra at tænke i en generisk udformning af 
sikkerhedskultur. Udviklingen af sikkerhedskultur skal tilpasses den enkelte 
afdeling, så man møder dem hvor de er. I praksis vil der være mulighed for at 
arbejde med nogle fælles indsats områder på tværs af afdelingerne, samtidig med at 
der tages højde for, hvordan de forskellige faktorer og aspekter af sikkerhedskultur 
bedst håndteres i de respektive afdelinger. F.eks. vil nogle bedre kunne håndtere 
strukturelle ændringer i form af ”forcing funktions”, hvor man ved hjælp af 
procedure tvinges til at gøre det rigtige, mens andre bedre vil kunne håndtere 
forandring gennem kulturel adaptation og læring. 
 
For det tredje viser undersøgelsen, at viden fra sikkerhedskultur spørgeskemaer kan 
bruges konstruktivt, men det kræver ledelsesstøtte og en prioritering af ressourcer. 
 
Sidst men ikke mindst viste især møderne med ledelserne, at det er vigtigt at arbejde med 
sproget og traditionerne omkring ”historiefortælling”. Den ”traditionelle” forestilling om 
fejl og utilsigtede hændelser kan bevidst ændres fra noget negativt til noget positivt og 
konstruktivt ved at lægge vægt på det præventive element, der potentielt ligger i at 
fortælle og diskutere disse åbent. Ligesom det kan medvirke til at dele erfaringer og få 
kollegial støtte, samt få bevidstgjort at alle kan fejle og dermed får bugt med ”myten” om 
at det kun er ”inkompetente” som fejler.  
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Mange etiske dilemmaer er forbundet med arbejdet med patientsikkerhed. Hvordan skal 
medarbejdere f.eks. forholde sig til valget mellem produktion og sikkerhed, eller til 
overholdelsen af regler og procedurer, når signalerne ikke er entydige. Til disse 
diskussioner kan det være nyttigt at inddrage de forskellige teoretiske modeller nævnt i 
diskussionen (Rasmussen, 2001; Reason, 1997; Cook & Rasmussen, 2005) som led i en 
fælles afklaring og normsætning af hvordan sikkerhedspraksisen og dermed 
sikkerhedskulturen skal være i den konkrete afdeling.  
 
Vurderingen af metoderne peger på at spørgeskemaet er et konstruktivt redskab til 
indkredsning og diskussion af hovedproblemerne, samt ideelt til gentagelse til 
evaluering af konkrete indsatser. Det anvendte spørgeskema er blevet valideret 
statistisk og ændret på væsentlige parametre, sådan at det nu indfanger alle de 
aspekter af patientsikkerhedskulturen, som undersøgelsen har peget på som 
væsentlige. 
 
 
8 Rekommandationer 
På baggrund af undersøgelsesresultaterne opstiller vi følgende rekommandationer for 
Københavns Amts videre arbejde med patientsikkerhedskultur:  
 Anvendelse af spørgeskema til måling af sikkerhedskultur og vurdering af effekt 
af konkrete tiltag.  
 Stimulere opbygning af et tværfagligt samarbejde – både internt i afdelingen og 
tværgående erfa-grupper mellem afdelinger med henblik på videndeling og 
kulturmæssig tilnærmelse. 
 Koble patientsikkerhed, akkreditering og psykosocialt arbejdsmiljø i en 3-benet 
enhed og kobling af patientsikkerhed til uddannelse. 
 Initiere projekter for at opnå erfaring med forskellige forandringsprocesser 
under hensyntagen til specialeforskelle i forbindelse med udformningen af 
sikkerhedskultur i amtet. 
 Afklaring af mål i forbindelse med patientsikkerhed, samt hvad midlerne og 
strategien til at nå målet er. Skab en entydig vision og mission. 
 Inddrag viden og forskning om human factors, f.eks. arbejdspladsanalyser, 
inddrag professionelle i udformning og valg af teknisk udstyr, medicinskemaer 
mm.. 
 Træning af medarbejdere i at håndtere situationer der kan gå galt, f.eks. gennem 
brug af simulering. 
 Uddannelse i kommunikation og samarbejde i relation til patient og 
interpersonelt. 
 Udvikling og integration af team træning i organisationen, herunder at benytte 
eksisterende viden i DIMS. 
 En amtslig strategiplan for patientsikkerhed og holdning til de juridiske aspekter 
af fejl og utilsigtede hændelser, samt sammenhængen mellem dette og 
rapporteringssystemet. 
 
 9 Perspektivering – et eksempel på en 
forandringsstrategi 
I denne perspektivering har vi forsøgt at give et bud på en forandringsstrategi, der kan 
medvirke til en forbedret patientsikkerhedskultur.5 
 
Hvis man skal forstå kompleksiteten af den forandring som der fordres, dels med 
indførelsen af obligatorisk rapportering og dels ved kravet om udviklingen af en 
sikkerhedskultur som sådan, kan det være formålstjenstligt at indplacere 
problemstillingen i Leavitts organisationsmodel for forandring (Figur 3) (Mejlby, 2003; 
Borum, 2003).  
 
   
  
 
Figur 3: Leavitt organisationsmodel for forandring  
 
Leavitt's ”diamant” er en helhedsmodel af organisationen, og modellen illustrerer 
hvorledes opgaver, struktur, teknologi og aktører påvirker hinanden. Den forandring der 
fordres i dette projekt omhandler og påvirker alle variablerne i modellen, uanset hvor 
man vælger at lade forandringen tage udgangspunkt. Selve kravet om rapportering af 
utilsigtede hændelser, og deraf følgende udvikling af sikkerhedskultur, kommer fra 
omgivelserne (Sundhedsministeriet). Forandringen vil således i de fleste tilfælde være et 
forsøg på en ekstern tilpasning, mens målet for selve ændringen i højere grad vil foregå i 
organisationens og kulturens interne integrationsfunktioner (Schultz, 2003) f.eks. ved 
opbygningen af en læringskultur. Beskrevet ud fra Leavitts model skal der ske mange 
interne ændringer bl.a.: 
 
Struktur; en ny patientsikkerhedsorganisation med hertil nye kommandoveje og per-
sonalefunktioner, herunder nyudnævnte risikomanagers og patientsikkerhedsansvarlige 
Opgaver og mål; nye opgaver (rapportering, analyse, feedback, udbrede og ændre), og 
nye ansvarsområder  
Aktører: nye ansættelser eller udbyggede ansvarsområder, krav om tilpasning og åben-
hed om utilsigtede hændelser 
Teknologi; indførelsen af et IT-baseret rapporteringssystem, viden om årsagskerne-
analyse mv. 
 
                                                     
5 Denne perspektivering er inspireret af og baseret på følgende artikel: Madsen, M. D. (2004). 
Udvikling af sikkerhedskultur - et eksempel fra det danske sygehusvæsen. I Hildebrandt, S. & 
Andersen, T. (red.): Human Resource Management - Børsen Ledelseshåndbøger, København, samt 
en eksamensopgave i Organisationsforandring og Forandringsledelse i forbindelse med HD 2Del. 
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Essensen i Leavitts model er at man ikke kan ændre på en af de 4 komponenter uden at 
det vil komme til at have indflydelse på de andre, og at betydningen heraf ikke må 
underkendes. Som illustreret får Lov om rapportering stor effekt på sundhedsvæsenets 
organisation, idet forandringerne vil involvere alle aspekter af organisationen. Det der er 
spørgsmålet er hvor udgangspunktet for forandringen skal fokuseres, hvilket vil afhænge 
af hvorvidt der er klarhed om mål og midler.   
 
Et af de meget centrale spørgsmål der dukker op, når man skal have medarbejdere og 
ledere til at ændre deres arbejdsmetoder, herunder blotlægge hvilke fejl de begår, er 
hvilke kulturelle og strukturelle barriere, der står i vejen. Det lyder umiddelbart som en 
forholdsvis enkelt øvelse at etablere en sikkerhedskultur, men erfaringer fra tidligere 
undersøgelser af organisationer viser, at veletablerede rutiner og praksiser kan være 
meget vanskelige at komme til livs. Dette har vist sig i forbindelse med de berørte 
afdelinger, og har derfor også relevans for de danske hospitaler i almindelighed. Givet at 
nutidige hospitaler lever under forholdsvis skærpede konkurrenceforhold, og givet at de 
producerer mere og mere komplekse produkter, så bliver en fortsat ”dialog” med 
medarbejderne omkring fejlfinding og læring heraf utroligt vigtigt for den kvalitet 
produktet eller ydelsen skal have og for den fortsatte produktudvikling, som gerne skulle 
finde sted. Spørgsmålet er derfor, hvordan man udvikler og fastholder en positiv 
sikkerhedskultur på hospitalsafdelinger, herunder en velfungerende rapporteringskultur 
med det mål at forbedre patientsikkerheden?  
 
Der findes sandsynligvis ikke én rigtig ændringsstrategi eller metode til etablering af en 
sikkerhedskultur i danske hospitalsafdelinger, idet denne altid vil variere i forhold til 
problem og kontekst. Problemet ved at vælge forandringsstrategi, er at man på den ene 
side bruger afklaring af mål og midler (eller ændringshastighed overfor kompleksitet) 
som indgangen til forandring, hvor disses klarhed i sig selv kan diskuteres, og på den 
anden side nødvendigvis må tage højde for det organisationsperspektiv / paradigme 
organisationen benytter sig af. Anvender man Thomsen og Tudens model som vist i figur 
4 (Borum, 2003) til at vurdere hvilken forandringsstrategi der skal til, ender man med en 
”organisationsudviklingsstrategi”, idet målet er klart – at optimere patientsikkerhed6 – 
mens midlet dertil ikke er helt klart. Dog er selve rapporteringen som middel til læring 
og forebyggelse klart, hvilket betyder at dele af den strukturelle forandring er besluttet på 
forhånd.  
 
 
 
 
 
 
 
 
 
 
 
 
 
Figur 4: Fire beslutnings situationer 
 
 
Vælger vi på den anden side at arbejde inden for et rationalistisk perspektiv, hvor 
struktur er i højsædet, så kan man påstå at både mål og middel er klart: målet er 
patientsikkerhed, og midlet er rapportering af utilsigtede hændelser. Vi kan principielt 
vælge en teknisk/rationel tilgang til forandring, som ydermere passer til visse afdelingers 
forestilling om, hvad det er, der skal til. En forestilling, som hviler på den antagelse at 
                                                     
6 Målet er nok i virkeligheden mere klart for forandringsagenterne end for de involverede parter. 
Inspiration: 
Eksplorativ 
ændrings strategi
Vurdering: 
Humanistisk 
ændrings strategi
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Kompromis:  
Politisk ændrings 
strategi
Kalkulation:  
Teknisk rationel 
ændrings strategi
Ja 
Nej Ja  
Enighed/klarhed om mål 
Enighed/klarhed  
om mål-Middel 
sammenhænge 
 personalet vil rapportere utilsigtede hændelser, hvis dette er lovpligtigt, uanset 
sundhedsvæsenets lange forhistorie. Men er det realistisk at forvente at personalet vil 
rapportere, hvis afdelingen f.eks. er præget af mistillid og personalet frygter for deres 
fremtidige karriere? 
 
I dette tilfælde kan man sige, at der skal ske en forandring i kulturen for at opfylde målet, 
og derfor er udgangspunktet en humanistisk ændringsstrategi (Borum, 2003), idet der 
lægges vægt på ændringer af den faktiske adfærd, holdninger og følelser. Den 
principielle løsningsmetode, som Borum skitserer i den humanistiske ændringsstrategi - 
modifikation af interaktionsprocesser, selvrefleksion og læreprocesser – berører netop de 
mekanismer, der er nødvendig for at udvikle en positiv sikkerhedskultur. Samtidig er vi 
opmærksomme på, at denne tilgang kan opleves som værende i stærk værdimæssig 
kontrast til visse ledelsers mere mekanistiske opfattelse af hvordan man skal lede og 
forandre. Dette vil vi dog forsøge at tage højde for i processen. 
 
Spørgsmålet er så om den humanistiske tilgang alene kan indfange de nødvendige 
forandringer. Hertil mener vi at Mary Jo Hatchs forandringsmodel, der fremhæver 
interaktionen og den gensidige påvirkning af værdier, artefakter, symboler og 
forudsætninger, vil være et ideelt supplement til at beskrive og forstå, hvordan de 
ovenstående seks sikkerhedskulturelle faktorer skal bearbejdes for at opnå den tilsigtede 
kulturelle forandring (Hatch, 1997). Endvidere finder vi John P. Kotters (1995) 8-trins 
proces til forandring anvendelig til at operationalisere forandringsprocessen. Til trods for 
at forandringen, som nævnt indledningsvist, er eksternt initieret og i udgangspunktet top-
down, er det nødvendigt at organisere dele af processen bottom-up og evolutionært.  
 
9.1 Etablering af en oplevelse af nødvendighed 
Medarbejdere vil kun være motiverede og engagere sig, hvis de oplever at forandringen 
– rapportering - er nødvendig. Umiddelbart opfattes det nye rapporteringssystem ikke 
som nødvendigt, men som endnu en iblandt mange opgaver, som tager tiden fra det 
faglige arbejde. På den anden side, forstår medarbejderne godt systemets potentiale, når 
det forklares. Alligevel er de skeptiske i forhold til den såkaldte fortrolighed. Den største 
udfordring bliver derfor at få kommunikeret det nye rapporteringssystem formål på en 
sådan måde, at medarbejderne oplever, at der er noget at hente i det, for dem, ud over at 
forbedre patientsikkerheden. F.eks. ønsker de fleste større åbenhed om fejl og utilsigtede 
hændelser. De ønsker at kunne snakke med nogen, når de begår fejl, de ønsker at komme 
af med deres skyld, og de ønsker bedre samarbejde mv. De anerkender, at de er blevet 
blinde overfor fejlkilder, samt at de sandsynligvis kommer til at foretage ”isoleret 
fejlretning”. Når man retter en fejl uden at medtænke andre influerende faktorer, er der 
stor risiko for, at foretage det man i sikkerhedskritiske termer kalder ”isoleret 
fejlretning” (Reason, 1997). Isoleret fejlretning kan i værste fald medføre en ny type fejl 
eller ulykke. Almindelig læring hvor man opdager og retter fejlen er ikke tilstrækkeligt i 
en sikkerhedskritisk organisation, og en ny læringsform er derfor nødvendig, f.eks. 
double-loop læring. En sikkerhedskritisk organisation skal være i stand til at reflekterer 
over mere grundlæggende forhold som eksisterende normer, politikker (procedurer) og 
formål (Hildebrandt & Brandi, 1998) i forbindelse med opdagelse og korrektion af fejl, 
og vurdere hvordan dette skal tilpasses den ny viden. 
 
Alt dette er del af en positiv sikkerhedskultur, og derfor muligt at få igangsat i 
forbindelse med implementeringen af selve rapporteringspraksisen. Det er vigtigt at 
resultaterne fra interview og spørgeskema når ud til medarbejderne. Dette kan evt. foregå 
på en temadag el. lignende. Mange undersøgelser ender desværre kun på ledelsens bord, 
hvilket dels er demotiverende for medarbejderne, da de trods alt har brugt tid på det, og 
dels spild af et godt udgangspunkt for en forandringsproces. Det er oplagt at bruge de 
forhåndenværende resultater som basis for dialog, refleksion og konstruktiv diskussion 
(fx diskutere artefakter, værdier, og grundlæggende antagelser). Er medarbejderne enige 
i resultaterne, hvorfor eller hvorfor ikke? Hvad skal være konsekvenserne af resultaterne, 
og hvilke mulige forandringer skal igangsættes? I denne forbindelse er det også oplagt at 
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gøre brug af teoretiske modeller (se diskussion), som dels kan understøtte og vise, 
hvorfor hverdagspraksiser kan være farlige, og dels kan bruges proaktivt til at diskutere 
hvordan man kan forbedre og reflektere mere over den daglige arbejdsgang.  
 
9.2 Oprettelse af den styrende koalition 
I Københavns Amt er der nu etableret en styrende koalition af risk-managers på 
sygehusene og patientsikkerhedsansvarlige i afdelingerne. Principielt kan disse i 
samarbejde med ledelserne og nøglepersoner i afdelingerne, gerne nogle ”opinion 
leaders”, udarbejde en konkret handlingsplan for udviklingen af en positiv 
sikkerhedskultur. Det er nødvendigt med medarbejderinvolvering og bottom-up 
processer. Da der er stor forskel på faggrupperne i deres holdninger og aktiviteter, er det 
essentielt at alle de involverede faggrupper er repræsenteret i ”arbejdsgruppen”, hvis der 
skal bakkes bredt op om forslagene og udvikles ”ejerskab” til målet og processen. 
Afdeling 1 er et godt eksempel hvor dette er lykkedes. Endvidere er en af 
hovedfaktorerne i sikkerhedskultur et velfungerende samarbejde og kommunikation 
mellem ”samarbejdende” medarbejdere, og ledelsen og medarbejderne. Arbejdsgruppen i 
sig selv kan således opfattes som en øvelse i sig selv. Ledelsens synlighed, engagement 
og tillid til medarbejderne er helt central for processen – de skal ikke nødvendigvis indgå 
i ”gruppen”, men de skal stå til rådighed. 
 
9.3 Udvikling af en vision og en strategi 
Målet er en forbedring af patientsikkerhed, gennem læring og forebyggelse. Midlet er 
rapportering og strategien er udviklingen af en positiv sikkerhedskultur. Det er 
patientsikkerhed der er visionen, som skal styre forandringen og villighed til at 
rapportere, og det er strategien - udviklingen af sikkerhedskultur - som skal sikre dette. 
Men da sikkerhedskultur favner bredt, kan det være nødvendigt at trække nogle 
specifikke faktorer frem, som man ønsker at arbejde med (interview og spørgeskema vil 
pege på særlig problemområder). I den forbindelse er det vigtigt ikke at initiere for 
mange forandringsprocesser samtidig. Nogle gange kan det også være mere konstruktivt 
at ændre på strukturen frem for på normer og værdier (se diskussion om forcing 
funktions), samtidig med som Schein (2000) påpeger “articulating new visions and new 
values is a waste of time if these are not calibrated against existing assumptions and 
norms”.  
 
Opgaven bliver at formulere hvordan man konkret vil opnå en positiv sikkerhedskultur. 
På hvilket værdigrundlag og med hvilken tidshorisont. Hvis afdelingerne undergår andre 
parallelle forandringsprocesser, skal der tages hensyn hertil. Hvis medarbejderne føler 
sig overbebyrdet med arbejde mister de hurtigt motivationen.  
 
9.4 Formidling af forandringsvisionen 
Strategien og visionen, samt beslutninger og andet af relevans skal kommunikeres til 
alle. I Scheins (1985) forstand skal der i den interne kommunikation skabes fokus på 
patientsikkerhed formelt og uformelt, og en synliggørelse af værdigrundlag, hvis det 
er blevet drøftet og formuleret. Her kan kendte kanaler bruges fx lægekonference. 
Det er dog oplagt at tænke i nye kommunikationsformer, fx eksisterer der sjældent et 
fast mødeforum for sygeplejersker og slet ikke tværfaglige møde-fora. Det kan være 
dialog-møder, nyhedsbreve, opslagstavler etc. Det væsentligste er, at medarbejderne 
forstår og anerkender målet, f.eks. ved at gøre det klart at patientsikkerhed vil være i 
deres egen interesse, idet forbedringer af sikkerhedskultur medfører forbedringer i 
arbejdsmiljø, da man samtidig er nødt til at gøre op med åbenlyse risici, herunder 
overbebyrdelse, stres og manglende kompetencer. Men det kan også blive 
nødvendigt at tænke i flere budskaber målrettet mod de forskellige faggrupper.  
 
 9.5 Skabe grundlag for handling på bred basis 
Her skal barrierer mod forandring elimineres. Der skal muligvis fortages yderligere 
ændringer f.eks. i strukturer - dårligt fungerende kommunikationsveje (forveksling) eller 
i opgaver - uhensigtsmæssige procedurer (fx fejlmedicinering) eller som Reason (1997) 
en kendt sikkerhedsteoretiker anfører: “You can not change the human being but you can 
change the conditions under which they work.”  
 
Man må derfor lægge vægt på at skabe forandring i traditioner, historier og 
kommunikation f.eks. synliggørelse og afskaffelse af gamle traditioner ved at arbejde 
med sproget.. Det kan også være at belønne medarbejdere for at fortælle om deres fejl, 
frem for at bebrejde dem. Her bør der også lægges vægt på at opbygge det tværfaglige 
samarbejde, patientsikkerhed er et tværfagligt anliggende, men det er oplagt at bruge de 
styrker de forskellige faggrupper har og inkorporere disse i samarbejdet. F.eks. at 
lægerne mødes hver morgen til konference og diskutere fagligt, f.eks. via cases, og at 
sygeplejerskerne har en større tradition for at tale om og støtte hinanden efter fejl. 
Utraditionelle ideer er velkomne, og man bør også i højere grad lægge vægt på de 
eksisterende styrker i afdelingen og undersøge om de kan bruges til at overkomme 
svaghederne. 
 
9.6 Generering af kortsigtede succeser 
Det er nødvendigt at skabe kortsigtede succeser, for at fastholde medarbejdernes 
motivation. Det bør derfor integreres som en del af strategien. Når der arbejdes med 
kulturændring, kan der være en fare for at man i for høj grad accepterer, at det vil tage 
lang tid før man opnår den ønskede ændring, med den konsekvens at medarbejderne 
oplever at deres indsats ikke er presserende. Det er vigtigt, at fastholde aktualiteten og 
nødvendigheden af en konstant indsats fx ved at fremvise ”frugten” af medarbejdernes 
arbejde. Visionen og det endelige mål er patientsikkerhed – gennem rapportering, mens 
kulturændringen – skabelsen af en positiv sikkerhedskultur - er del af strategien. En hel 
klar succesfaktor, relateret til visionen, er at vise at rapporteringen har nyttet, dvs. at man 
ud over løbende feedback og støtte kan fremvise faktiske ændringer fortaget på baggrund 
af læring fra utilsigtede hændelser. En anden succesfaktor, relateret til strategien, er at 
fremvise ”beviset” for at man ikke længere går efter manden. Det er vigtigt, at synliggøre 
succeserne, samt vise anerkendelse og belønning til de medarbejdere, som aktivt 
medvirker til forandring og succes. 
 
9.7 Konsolidering af resultater og produktion af mere forandring  
En af de største ”fejl” er for tidligt at tro at visionen er lykkedes. Resultaterne og 
effekten af rapportering og den løbende kulturændring skal cementeres, ellers vinder 
gamle traditioner igen indpas og effekten af indsatsen vil langsomt forsvinde. Synlige 
succeser vil gøre det troværdigt at foretage yderligere ændringer i de funktioner, som 
ikke harmonerer med forandringsvisionen. Det kan også være behørigt at ansætte, eller 
forfremme og udvikle medarbejdere til at implementere de ønskede forandringerne. 
Endeligt bør man gentagende evaluere og fokusere processen og for eksempel begynde 
at arbejde med nogle andre sikkerhedskulturelle faktorer.  
 
9.8 Forankring af nye arbejdsmåder i kulturen 
Først når alle de forandringer, der er gennemgået ovenfor, er fasttømret i de sociale 
normer og værdier, kan man snakke om at visionen er lykkedes. Dette tager tid og der er 
hele tiden fare for at falde tilbage i gamle vaner og traditioner, som kan være magtfulde 
og utrolig stærke, især inden for sygehusvæsenet. Hvis man virkelig vil forandringen, så 
skal man finde midler til at fastholde den fx gennem løbende udvikling, ressource 
tildragelse og kontinuitet i lederskab. Det er vigtigt at lederne sørger for at kommunikere 
sammenhængen mellem de nye forandringstiltag, handlinger og holdninger, samt 
effekten af en forbedret patientsikkerhed.  
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9.9 Opsummering 
Den beskrevne strategi burde medvirke til en øget rapportering, begyndende åbenhed om 
fejl og utilsigtede hændelser, bedre samarbejde og kommunikation, med andre ord, en 
generel forbedring af alle sikkerhedskultur faktorerne. Spørgsmålet er, hvem der skal 
iværksætte og lede forandringen? Der er nogle der vil argumenterer for, at 
handlingsplan-sessioner udføres mest succesfuldt af uddannede linjeledere frem for 
topledere eller eksterne konsulenter (Nieva & Sorra, 2003). Et af argumenterne er, at 
specialister ikke vil være særlig imødekommende overfor ”naive” facilitatorer. Det er 
nok især vigtigt, hvis man vælger at arbejde med eksterne konsulenter, at det er nogen 
som besidder domænekendskab, samtidig med at man fastholder et tæt samarbejde med 
fagfolk, dvs. i dette tilfælde både læger og sygeplejersker. Uanset hvad man måtte mene 
herom, er det vigtigste for en forandringsproces’ succes, at den er nøje planlagt og 
”ledet” af nogen.  
 
Hvis det er målet at ændre kulturen i de fire afdelinger og på sigt at ændre kulturen mere 
generelt i det danske sundhedsvæsen i retning af at fokusere mere på sikkerhed, er det 
nødvendigt at inddrage alle involverede partnere og skabe en oplevelse af nødvendighed. 
Det er først og fremmest vigtigt at redegøre for hvad sikkerhedskultur er, og hvorfor og 
hvordan patientsikkerhed kan forbedres ved f.eks. at lære at reflekterer over ”normal 
praksis”. I det funktionalistiske kulturperspektiv vil man primært tage udgangspunkt i og 
inddrage ledelsen, men det betyder ikke at man ud fra en humanistisk ændringsstrategi, 
derefter i højere grad kan fokusere på medarbejderinvolvering og bottom-up processer. 
Hvis ikke medarbejderne i et vist omfang føler ejerskab for problemet, processen, og 
løsningen vil det aldrig lykkedes at ændre kulturen. Specielt ikke hvis det er ressource-
stærke, vidensmedarbejdere (som f.eks. læger og sygeplejersker).  
 
Et af de hovedproblemer organisationer står overfor i dag er overføring og forpligtelse af 
forandringsprocessen. Det kan i et vist omfang overkommes ved at benytte et 
”kulturændringsperspektiv” idet der lægges vægt på indbygge mekanismer til ændring og 
vedligeholdelse i organisationen. Men spørgsmålet er hvordan individer og grupper 
fortolker de nye signaler og ritualer? Hvordan er det muligt at motivere personalet til at 
arbejde med sikkerhedskultur, når de i praksis oplever at der nedskæres og tages 
uhensigtsmæssige beslutninger, som går på kompromis med sikkerhed, og når deres 
forudsætninger for at bibeholde kvaliteten forringes? Det er som jeg ser det en af de 
største ledelsesmæssige udfordringer i arbejdet med patientsikkerhed.  
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Forord 
I forlængelse af projekt om krav til et registreringssystem for utilsigtede hændelser på sygehuse 
(2001-02) har gruppen nu gennemført projekt om reaktioner efter utilsigtede hændelser. 
De to projekter et beslægtede men har dog forskelligt fokus. Hvor vi i det første var optaget af 
uformning af principper og retningslinier for rapportering og læring af utilsigtede hændelser, har vi i 
dette sidste projekt beskæftiget os med patientens perspektiv, når en hændelse er indtruffet. Resultater 
fra dette projekt om reaktioner efter utilsigtede hændelser forelægges nu i tre delrapporter, som vil 
blive tilgængelige i elektronisk format på Forskningscenter Risøs hjemmesider: 
Resultater fra interviewundersøgelse af patienters holdninger til håndtering af utilsigtede hændelser. Delrapport I 
fra projekt om reaktioner efter utilsigtede hændelser. Risø-R-1497. 
http://www.risoe.dk/rispubl/SYS/ris-r-1497.htm 
 
Spørgeskemaundersøgelse af patientholdninger til reaktioner efter utilsigtede hændelser. Delrapport II fra projekt 
om reaktioner efter utilsigtede hændelser. Risø-R-1497.  
http://www.risoe.dk/rispubl/SYS/ris-r-1498.htm 
 
Rekommandationer om reaktioner efter utilsigtede hændelser på sygehuse. Delrapport III fra projekt om reaktioner 
efter utilsigtede hændelser. Risø-R-1498.  
http://www.risoe.dk/rispubl/SYS/ris-r-1499.htm)   
 
I Delrapport I fremlægges resultater af interviews med syv brugerpaneler gennemført i Frederiksborg 
og Københavns Amter i perioden fra maj – november 2003, og i Delrapport II (denne rapport) 
beskrives resultater fra en spørgeskemaundersøgelse gennemført i Københavns Amt i perioden januar-
maj 2003. Denne udsendes til en begrænset gruppe af interessenter, og vil blive offentligt 
tilgængelig, så snart hovedresultater fra undersøgelsen er fremlagt i videnskabelig publikation.  
Delrapport III indeholder rekommandationer om reaktioner i forbindelse med hændelser og fejl i 
sundhedsvæsenet. Rekommandationerne er udarbejdet på basis af dels resultaterne fra spørgeskema- 
og interviewundersøgelsen Delrapporter I og II, dels international og dansk litteratur om emnet, og 
dels de fire delrapporter fra det foregående projekt om krav til et registreringssystem for utilsigtede 
hændelser på sygehuse. Disse rapporter, som også er tilgængelige elektronisk, omfatter:  
Fokusgruppeinterviews med læger og sygeplejersker om fejl og utilsigtede hændelser på sygehuse. Delrapport I fra 
projekt om krav til et registreringssystem for utilsigtede hændelser på sygehuse. Risø-R-1366.  
http://www.risoe.dk/rispubl/SYS/ris-r-1366.pdf 
 
Spørgeskemaundersøgelse af lægers og sygeplejerskers holdninger til rapportering af utilsigtede hændelser på 
sygehuse. Delrapport II fra projekt om krav til et registreringssystem for utilsigtede hændelser på sygehuse. Risø-R-
1367. 
http://www.risoe.dk/rispubl/SYS/ris-r-1367.pdf  
 
Oversigt over internationale erfaringer med rapporteringssystemer. Delrapport III fra projekt om krav til et 
registreringssystem for utilsigtede hændelser på sygehuse. Risø-R-1368. 
 http://www.risoe.dk/rispubl/SYS/ris-r-1368.pdf 
 
Rekommandationer for rapportering af utilsigtede hændelser på sygehuse. Hovedrapport fra projekt om krav til et 
registreringssystem for utilsigtede hændelser på sygehuse. Risø-R-1369.  
http://www.risoe.dk/rispubl/SYS/ris-r-1369.pdf 
Projektet er velvilligt finansieret af Momsfonden og Apotekerfonden. Projektgruppen har mødt megen 
positiv interesse og velvilje i forbindelse med gennemførelse af projektet, og retter hermed en tak til 
de mange patienter, der har taget tid til enten at besvare spørgeskemaet eller til at deltage i 
gruppeinterviews.  
Roskilde, København og Hillerød, december 2004 
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Indledning 
Forekomsten af fejl og utilsigtede hændelser er for nylig blevet dokumenteret i Danmark.  Det har vist 
sig at forekomsten er på linje med situationen i andre lande, hvor der tidligere er foretaget 
undersøgelser. Det betyder at næsten 10 pct. af sygehusindlagte patienter kommer ud for en hændelse. 
En af forudsætningerne for en forebyggende indsats er, at såvel patienter som personale er bevidste 
om risici og mulighederne for at mindske disse. I den forbindelse er det vigtigt at se patienterne som 
en ressourcegruppe, som kan inddrages i langt højere grad end tilfældet er nu.  
Såvel patienter som pårørende har behov for information og støtte, hvis de har været involveret i en 
hændelse. Det er ikke tidligere blevet undersøgt, hvilken grad af information og hvilken form for 
støtte danske patienter og deres pårørende ønsker efter en utilsigtet hændelse, ligesom der – med en 
enkelt undtagelse heller ikke foreligger undersøgelser af patienternes ønsker mht. klage eller påtale. 
Det er således uafklaret i hvilken grad patienterne har kendskab til gældende love og regler, samt i 
hvilken grad har de har forståelse for at hændelser og fejl ikke kan undgås – ”at det er menneskeligt at 
fejle”. 
Internationalt findes der kun enkelte studier eller undersøgelser af patienternes synspunkter og 
holdninger til håndtering af utilsigtede hændelser. Endelig foreligger der kun sparsomme oplysninger 
om patienternes syn på, hvorfor hændelser opstår i det danske sundhedsvæsen og hvilke forebyggende 
tiltag, der kunne iværksættes.  
Formålet med den nærværende undersøgelse har været at belyse patienters holdninger og krav til 
hvorledes personalet skal forholde sig over for den enkelte patient, som måtte blive udsat for en 
hændelse med skade for patienten. 
Til undersøgelsen af patienters holdninger og krav har projektgruppen udarbejdet et spørgeskema. 
Spørgeskemaet modsvarer i enkelte dele det skema, som projektgruppen udarbejdede til personale og 
med hvilket en undersøgelse blev foretaget i begyndelsen af 2002. Disse overlappende dele af 
spørgeskemaerne tillader os at kortlægge i hvilken grad personalets forventninger til hvilke reaktioner 
patienter ønsker faktisk svarer til patienternes ønsker og krav. 
I det følgende rapporteres dels om spørgeskemaet og dets opbygning og dels om stikprøven og dens 
enkeltresultater sammenlignet med resultater fra undersøgelsen af lægers og sygeplejerskers 
holdninger. Vi har valgt at tilføje i hvert afsnit over resultater en kort diskussion og fortolkning.   
Denne rapport vil blive offentligt tilgængelig så snart resultater er blevet publiceret, hvilket tilstræbes 
inden for den nærmeste fremtid. 
Spørgeskemaet er oversat til engelsk og japansk og en tilsvarende undersøgelse blandt japanske 
patienter er blevet foretaget i 2003-04.  Publikationer der sammenligner data fra danske og japanske 
patienters (og danske og japanske læger og sygeplejersker) er under forberedelse. 
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Del 1: Materiale og metode 
Spørgeskemaet  
Spørgeskemaet til patienterne er udarbejdet på baggrund af, for det første, projektgruppens interviews 
med patienter (Delrapport V), for det andet, projektgruppens personalespørgeskema og tilsvarende 
undersøgelse blandt godt 2000 læger og sygeplejersker udført i 2002 (Delrapport II), samt for det 
tredje, eksisterende international litteratur. Skemaet er afprøvet (valideret) ved gentagne 
pilotafprøvninger og efterfølgende interview af personer, der besvarede pilotskemaet. 
Skemaet er gengivet som Bilag 1. Det indeholder tre cases med tilsvarende spørgsmål om patienters 
ønsker og forventninger; en række spørgsmål om mulige årsager til hændelser; spørgsmål om 
personalets mulige tilbageholdenhed med at give information om hændelser og om de mulige 
bevæggrunde hertil; spørgsmål om mulige reaktioner, som respondenter kan markere som mere eller 
mindre ønskelige; samt endelig spørgsmål om holdninger til fejl, læring og ansvar, pressens dækning 
af fejl og hændelser, påvirkning af personale m.v. 
Svarmuligheder er enten en 5-punkts Likertskala (samt ”ved ikke”) eller kategorielle svar. 
Indsamlingsmetode  
Der er uddelt spørgeskemaer til 200 patienter i tre ambulatorier (gynækologisk-, ortopædkirurgisk- og 
nefrologisk ambulatorium) på Amtssygehuset i Herlev i forsommmeren 2003. Mindre end 10 
patienter ønskede ikke at deltage, og i 18 tilfælde lykkedes det ikke at få skemaet retur.  
Besvarelsesprocenten er 87% beregnet ud fra antal patienter (N=210), der modtog henvendelse, og 
den er 91% beregnet ud fra antal patienter (N=200) der accepterede at modtage skemaet.  
Aldersfordeling blandt respondenter fremgår af Tabel 1 
 
 Tabel 1: Stikprøvens aldersfordeling 
 Aldersgrupper <30 30-39 40-49 50-59 60-69 ≥70 Subtotal  Ej oplyst Total 
 Antal respondenter 16 24 41 38 25 29 173 9 182 
 Pct.  9% 14% 24% 22% 14% 17% 100%     
 
Stikprøven omfatter 93 kvinder, 84 mænd, og 5 respondenter gav ingen oplysning om køn. 
 
Analysemetode  
Resultaterne er blevet sammenholdt med besvarelser fra 291 læger og 346 sygeplejersker i 
Københavns Amt (indhentet i februar 2002 – dvs. en del af den stikprøve blandt personale, som er 
beskrevet i Delrapport II).  I opgørelsen over patientsvar sammenlignes patienters svar med svar fra 
personalet for de spørgsmål der modsvarer hinanden i de to skemaer.  
Til beregning af signifikansniveau (p-værdi) for besvarelser af rangspørgsmål er anvendt Wilcoxons 
rangsumtest (Mann-Whitney) og for besvarelser af kategorielle svar er anvendt chi2 test. Supplerende 
analyser af mulig sammenhæng mellem alder og kategorielle svar er foretaget med Student’s t test.  
I det følgende er alle opgørelser over svarfordelinger opgivet i procenter og anskueliggjort i 
diagrammer (histogrammer). For overskuelighedens skyld er procentandelen af  ”ved-ikke”-svar 
udeladt ved fire eller fem svarmuligheder.  
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Del 2: Tre cases  
I den første og indledende del af spørgeskemaet har vi søgt ved hjælp af tre cases at spørge til 
patienternes opfattelse af, hvorvidt lægen vil udføre en given handling og derefter hvad patienten ville 
ønske at lægen faktisk gjorde i den givne situation. Disse besvarelser kan sammenholdes med 
resultaterne af den tidligere undersøgelse af læger og sygeplejerskers villighed til at rapportere 
hændelser og informere patienter. I personale undersøgelsen var der fire cases, case B er udeladt i 
patientspørgeskema.  
Den første case A er en direkte oversættelse af en case anvendt i et engelsk spørgeskemastudie 
publiceret i BMJ (Hingorani et al., 1999) om holdninger til information til patienten efter en utilsigtet 
hændelse. Cases B-C er udarbejdet i samråd med specialister og struktureret ud fra skadens størrelse, 
således at skadens omfang øges fra B til C.  
Begrundelsen for at anvende cases var dels at gøre det lettere for patienterne at tage stilling til egne 
reaktioner og give dem en fornemmelse af hvad hændelser/fejl kunne være og dels at gøre det muligt 
at sammenligne med personalets besvarelser fra den tidligere undersøgelse.  
 
Case A – international reference-case 
Fru Petersen bliver opereret for grå stær. Under operationen brister linsekapslen. Øjenlægen må derfor 
lægge et lidt større snit end ellers, sætte nogle sting og benytte en anden type kunstig linse. Der er en 
risiko på ca. 1 ud af 10 for at fru Petersens syn vil blive påvirket af disse ændringer. Dagen efter har fru 
Petersen det godt og er tilfreds med forløbet. 
 
Resultaterne viser, at patienter ønsker at blive informeret om de problemer, der opstod undervejs og 
de mulige eftervirkninger. Dette er i overensstemmelse med resultaterne fra både læger og 
sygeplejersker.  
 
Tabel 2  Ja  Nej 
Danske sygeplejersker, denne undersøgelse 99% 1% 
Danske læger, denne undersøgelse 95% 5% 
Bør øjenlægen 
informere om de 
kirurgiske 
problemer der 
opstod undervejs Danske patienter, denne undersøgelse 92% 8% 
 
  Ja  Nej Kun hvis 
patienten spørger 
Danske læger, denne undersøgelse 89% 0,4% 11% 
Danske sygeplejersker, denne undersøgelse 92% 0,4% 7% 
Hvis ja, bør de 
mulige 
følgevirkninger 
nævnes? Danske patienter, denne undersøgelse 94% 0% 6% 
  
Kommentarer og sammenfatning 
Projektgruppen havde en forventning om at danske patienter – i lighed med danske læger og 
sygeplejersker - i overvejende grad ville bekræfte at en patient bør orienteres om det forløbet af denne 
hændelse. Vi valgte at tage denne case med, idet vi ønskede at kunne sammenligne danske resultater 
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med resultater i den oprindelige engelske undersøgelse. I den engelske undersøgelse sagde 92% af 
patienter ”ja” til at der bør oplyses om hændelsen – mod kun 60% af de adspurgte læger (øjenlæger).  
Til det andet spørgsmål i denne case udtrykte 81% af de engelske patienter, at der bør oplyses om 
mulige følgevirkninger, mod kun 33% af de engelske øjenlæger.  
Der er således kun ringe forskelle mellem danske og engelske patienter i reaktioner over for denne 
case, medens der er store forskelle mellem danske læger og engelske øjenlæger.  Hingorani et al.s data 
er indsamlet i 1998-99, medens de danske data, som nævnt, er indsamlet i 2002 og 2003 blandt 
henholdsvis personalet og patienter.  
 
Case B – hændelse med mindre skadevirkning for patient 
 
En 53-årig mand (gift, 2 voksne døtre, selvstændig vognmand) indlægges til en planlagt operation for 
fjernelse af galdeblæren. På afdelingen skal der til denne aldersgruppe altid gives blodfortyndende 
medicin før operationen for at forebygge blodpropper. 
Det er en rolig vagt. Lægen, der skal sørge for at ordinere medicinen, er uopmærksom og tænker på alt 
muligt andet, mens hun dikterer til journalen. Lægen glemmer at ordinere blodfortyndende medicin til 
patienten.  
Patienten udvikler efterfølgende en blodprop i sit ene underben. Han må derfor forblive indlagt en ekstra 
uge og være sygemeldt længere end planlagt. Det er meget usandsynligt, at han vil få varige mén af 
blodproppen. 
 
I forhold til den foregående Case A, hvor der ikke indtræffer nogen skade på patient, er der i denne 
Case B en mindre men faktisk skadevoldende begivenhed. Patienterne blev bedt om først at angive i 
hvilken grad de finder det sandsynligt, at lægen vil udføre en given handling og derefter angive, hvad 
de rent faktisk ønsker  at lægen skal  gøre - se Tabel 3, jvf. patientspørgeskemaet gengivet i bilag 1. 
 
Tabel 3: Spørgsmål til hændelse med mindre skadevirkning 
Angiv venligst for hvert af de følgende udsagn, hvad De tror, det er mest sandsynligt at lægen vil gøre. 
a. Lægen vil prøve at holde det for sig selv, at patienten ikke har fået blodfortyndende medicin 
b. Lægen vil tale med sine kollegaer om hændelsen 
c. Lægen vil skrive i patientjournalen, at patienten ikke har fået blodfortyndende medicin 
d. Lægen vil sørge for at pt. bliver informeret om, at han har fået en blodprop og får forklaret følger 
e. Lægen vil forklare patienten, at hun har begået en fejl ved ikke at ordinere blodfortyndende medicin 
f. Lægen vil beklage hændelsen over for patienten 
Hvis De selv havde været udsat for ovenstående hændelse, hvilke af de følgende handlinger ville De da ønske 
at lægen ville foretage? 
g. At lægen skriver i min journal at jeg ikke har fået blodfortyndende medicin  
h. At lægen sørger for at jeg bliver informeret og får forklaret følgerne af blodproppen i benet 
i. At lægen indrømmer over for mig at hun har begået en fejl ved ikke at give blodfortyndende medicin 
j. At lægen beklager hændelsen over for mig 
 
Som nævnt vil vi i denne og de følgende opgørelser over patientsvar sammenligne patienters svar med 
svar personalet. Ved at sammenholde patienternes besvarelse med personalets får vi således mulighed 
for at sammenligne patienters forventninger og ønsker med personalets udsagn om hvad de mener, at 
de selv sandsynligvis ville gøre i hver af de to cases.    
Casen er til forskel fra personaleundersøgelsen kun angivet ved lægens handling, hvorfor der ikke kan 
sammenlignes direkte med sygeplejerskernes svar. Dvs. i patientspørgeskemaet spørges respondenter 
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om, hvad de forventer eller ønsker at  ”lægen” gør.  Som supplement har vi valgt i den følgende 
opgørelse (ligesom i case C) at gengive sygeplejerskers svar – selv om disse, som nævnt, ikke er 
tilsvarende sammenlignelige, idet de refererer til hvad sygeplejerskerespondenter angiver de selv vil 
gøre, medens patienter bliver spurgt om hvad de forventer. hhv. ønsker, at lægen gør.   
De mulige handlinger, hvor reaktion og ønske fra patienten kunne sammenholdes, var følgende: 
Lægen skriver i journal, informerer om følger, indrømmer fejl og beklager hændelsen overfor 
patienten. (Fig. 1A). Patienternes ønsker til handlingen ligger generelt højere end det de forventer at 
lægen vil gøre. Således ønsker patienterne, at lægerne beskriver hændelsen i journalen (98%), at 
lægen informerer om følgerne (99%), at lægen indrømmer fejlen (93%) og at lægen beklager 
hændelsen (87%).  I figur 1A ses sammenligning mellem patienternes ønsker og deres forventninger 
til en given handling. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Alvorlig skade: Patienters forventninger og ønsker til lægens mulige handlinger
73 71
63
66
99% 99%
94%
91%
Ønske: (N=165) Forventing:  (N
= 167)
Ønske: (N=166) Forventing: (N =
170)
Ønske: (N=163) Forventing:  (N
= 171)
Ønske: (N=159) Forventing: (N =
167)
3c/4a Lægen skriver i journal 3d/4b Lægen informerer om
følgerne
3e/4c Lægen indrømmer fejlen 3f/4d Lægen beklager hændelsen
over for mig
Forventing: Ja, afgjort / ja, sandsynligvis Ønske: Afgørende vigtigt / meget vigtigt / vigtigt
Fig. 1B  
Mindre skade: Patienters forventninger og ønsker til lægens mulige handlinger
98%
69%
99%
89%
93%
54%
87%
65%
Ønske:
[afgørende/meget]
vigtigt (N=162)
Forventing: Ja,
afgjort/ja,
sandsynligvis (N =
165)
Ønske:
[afgørende/meget]
vigtigt(N=160)
Forventing: Ja,
afgjort/ja,
sandsynligvis (N =
165)
Ønske:
[afgørende/meget]
vigtigt(N=161)
Forventing: Ja,
afgjort/ja,
sandsynligvis
(N=164)
Ønske:
[afgørende/meget]
vigtigt(N=156)
Forventing: Ja,
afgjort/ja,
sandsynligvis
(N=163)
3c/4a Lægen skriver i journal 3d/4b Lægen informerer om følgerne 3e/4c Lægen indrømmer fejlen 3f/4d Lægen beklager hændelsen over
for mig
Fig. 1A 
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I figur 2  ses patienternes besvarelser sammenholdt med lægers og sygeplejerskers besvarelse. 
Omkring en tredjedel af patienterne (28%) angiver at lægerne afgjort eller sandsynligvis vil holde det 
for sig selv at patienten ikke har fået den blodfortyndende medicin, mens kun 7% af lægerne faktisk 
angiver at de vil holde det for sig selv. Ligeledes angiver omkring 20% af patienterne, at lægen 
sandsynligvis ikke eller afgjort ikke vil skrive det i journalen, hvorimod 81% af lægerne og 92% af 
sygeplejerskerne angiver at de vil skrive det i journalen. Hovedparten af patienterne (82%) mener at 
lægen afgjort eller sandsynligvis vil tale med kolleger om hændelsen, men kun 60% af lægerne og 
71% af sygeplejerskerne angiver at de ville gøre det. Både læger og sygeplejersker tilkendegiver at de 
– og i højere grad end patienterne forventer det - afgjort eller sandsynligvis vil informere om følger, 
indrømme at det var en fejl og beklage hændelsen. Således vil 90% af lægerne og 87% af 
sygeplejerskerne afgjort informere om ”blodproppen og dens følger”, mens kun 53% af patienterne 
forventer det. Mere end 80% af læger/sygeplejersker vil afgjort eller sandsynligvis fortælle at det 
skyldes en fejl, mens kun 53% af patienterne forventer det. Hele 66% af lægerne og 64% af 
sygeplejerskerne vil afgjort beklage hændelsen overfor patienten sammenholdt med at kun 31% af 
patienterne forventer dette.  
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Mindre skade: Hvor sandsynligt er det at lægen vil 
udføre disse handlinger?
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3a Vil holde det for sig selv. Lg (N = 282)
Spl (N = 340)
Patient (N = 164) [Sign. Lg-pt:***;  Spl-pt:***]
3b Tale med kolleger. Lg (N = 277)
Spl (N = 337)
Patient (N = 166) [Sign. Lg-pt:***. Spl-pt:*]
3c Skrive i journal. Lg (N = 286)
Spl (N = 338)
Patient (N = 165) [Sign. Lg-pt:*. Spl-pt:***]
3d Informere om følger. Lg (N = 289)
Spl (N = 340)
Patient (N = 165) [Sign. Lg-pt:***. Spl-pt:***]
3e Indrømme det var en fejl. Lg (N = 288)
Spl (N = 341)
Patient (N = 164)  [Sign. Lg-pt:***. Spl-pt:***]
3f Beklage hændelsen. Lg (N = 290)
Spl (N = 340)
Patient (N = 163) [Sign. Lg-pt:***; Spl-pt:***]
 Ja, afgjort  Ja, sandsynligvis sandsynligvis ikke  Afgjort ikke
Fig. 2: Sammenligning af svar fra læger, sygeplejersker og patienter om reaktioner i forbindelse 
med case B: mild skade   
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Case C – hændelse med alvorlig skadevirkning for patient 
 
 
En 42-årig kvinde (gift, 1 barn, idrætslærer) er indlagt til behandling med kemoterapi. Der er ikke 
færdigblandet medicin til rådighed i afdelingen og lægen bliver nødt til at blande selv. Mens lægen er i 
gang med at blande medicin til patienten bliver han distraheret. Han fejlblander medicinen og patienten 
får den 10-dobbelte dosis kemoterapi.  
Først da lægen senere på dagen skal behandle en anden tilsvarende patient opdager han at han har blandet 
forkert til den 42-årige kvinde. På det tidspunkt har kvinden modtaget hele den doserede mængde. Lægen 
ved, at en for høj dosis kemoterapi kan påvirke patientens hjerte varigt. Der er stor risiko for, at kvindens 
arbejdsniveau vil blive nedsat i en  sådan grad at hun sandsynligvis ikke kan bevare sit arbejde 
 
I Case C indtræder en alvorlig skadevoldende begivenhed. Som i din tidligere case blev patienterne 
bedt om at angive, om de mener at lægen vil udføre en given handling og derefter angive, hvad de rent 
faktisk ønsker at lægen skal gøre. For hver enkel af de mulige handlinger, der er angivet, er 
patientbesvarelserne blevet sammenholdt med personalets.  Dvs. hvor læger og sygeplejersker har 
svaret på hvad de ville gøre, hvis de selv var kommet i den pågældende situation.  Som ved den 
foregående case B har vi valgt at bringe såvel lægers som sygeplejerskers svar, til trods for at det kun 
er  lægernes svar, som strengt taget kan sammenlignes direkte med patientsvarene.  
 
Ganske som i case B ønsker patienterne i højere grad en given reaktion end de aktuelt forventer at få 
(se fig. 1B). Patienterne ønsker samme høje grad af information om følgerne (99%) ved både den 
mindre og den alvorligere skadevoldende begivenhed. 
I figur 3 (side 11) ses patienternes besvarelser sammenholdt med læger og sygeplejerskers 
besvarelser. Generelt er der ikke den store forskel på patienternes forventninger til lægens reaktioner i 
case B og C. Den eneste markante forskel i patienternes besvarelse ses i spørgsmålet vedrørende 
information om følger. Her mener kun 32% af patienterne at lægen afgjort vil informere om følger i 
den alvorlige case C, hvorimod 53% mente at lægen afgjort ville informere i den milde case B. Dette 
er i overensstemmelse med at færre læger vil informere patienten om følger efter den alvorlige 
hændelse end efter den mindre alvorlige. Årsagen til dette kendes ikke, men det kunne skyldes forsøg 
på at beskytte sig selv (angst for at vedgå hændelsens alvorlighed) eller et forsøg på at beskytte 
patienten, dvs. først informere når hændelsen påvirker patienten (nedsat funktionsniveau). Generelt vil 
læger i højere grad handle (reagere) ved den alvorligere skadevoldende begivenhed, dvs. informere, 
tale med kollegaer, skrive i journal, indrømme at det var en fejl og beklage hændelsen over for 
patienten.   
Der er 20% af patienterne som angiver at lægerne afgjort eller sandsynligvis vil holde det for sig selv 
at patienten har fået den 10 dobbelte dosis kemoterapi, mens mindre end 3% af lægerne angiver at de 
vil holde det for sig selv. Der er således færre patienter, der mener at lægen vil holde det for sig selv 
ved en alvorlig skadevoldende begivenhed end ved en mindre - dette er i overensstemmelse med 
lægernes besvarelser.  
Da patienterne generelt svarer på samme måde i de to cases og lægerne i højere grad vil reagere ved 
den alvorlige skade, bliver forskelle mellem patienternes forventninger og lægernes og 
sygeplejerskernes besvarelser større i case C. 
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Alvorlig skade: Hvor sandsynligt er det at lægen vil 
udføre disse handlinger?
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5a Vil holde det for sig selv. Lg (N = 285)
Spl (N = 337)
Patient (N = 169) [Sign. Lg-pt:***;  Spl-pt:***]
5b Tale med kolleger. Lg (N = 280)
  / Spl (N = 334)
Patient (N = 171) [Sign. Lg-pt:***;  Spl-pt:***]
5c Skrive i journal. Lg  (N = 287)
  / Spl (N = 338)
Patient (N = 167) [Sign. Lg-pt:***;  Spl-pt:***]
5d Informere om følger. Lg (N = 290)
 / Spl (N = 342)
Patient (N = 170) [Sign. Lg-pt:***;  Spl-pt:***]
5e Indrømme det var en fejl. Lg (N = 290)
 / Spl (N = 340)
Patient (N = 171) [Sign. Lg-pt:***;  Spl-pt:***]
5f Beklage hændelsen. Lg (N = 289)
 / Spl (N = 339)
Patient (N = 167)  [Sign. Lg-pt:***;  Spl-pt:***]
 Ja, afgjort  Ja, sandsynligvis sandsynligvis ikke  Afgjort ikke
Fig. 3: Sammenligning af svar fra læger, sygeplejersker og patienter om reaktioner i 
forbindelse med case C: alvorlig skade 
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Kommentarer og sammenfatning 
Overordnet tegner resultaterne af de tre cases et billede af, at patienterne ønsker en højere grad af 
åbenhed og information end de reelt forventer at lægen vil give dem (forventninger lavere end 
ønsker). Dette gælder både ved mindre og alvorlig skade. Samtidig skal det bemærkes, at der ikke er 
nogen større forskel på, hvad patienterne ønsker efter en mindre og en alvorligere skadevoldende 
begivenhed. Dette er ikke i overensstemmelse med lægers holdninger, idet resultaterne fra personalet 
tyder på, at jo større grad af skade på patienten, jo større er sandsynligheden for at personalet 
rapporterer.  
En væsentlig forskel ses dog i patienternes besvarelse af spørgsmålet vedrørende information om 
følger i case B og C med henholdsvis mindre eller alvorlig skade. Her angiver 53% af patienterne at 
lægerne afgjort vil informere om følger efter mindre skade og kun 32% af patienterne at lægerne vil 
informere efter alvorlig skade. Her ses  en ens tendens i patient og personale besvarelse, idet 
procentdelen af læger der afgjort ville informere reduceres fra 90% til 81% i case B og C, 
henholdsvis.  
Patienterne mener således ikke at sundhedspersonalet i tilstrækkelig grad skaber åbenhed og 
informerer om hændelser og følger af disse. Patienterne har ikke opfattelsen af at lægen i alle tilfælde 
skriver i journalen og at personalet indrømmer og beklager hændelser og fejl. Der er således et 
misforhold både mellem, hvad patienterne tror de får og hvad de ønsker og mellem patienternes og 
personalets opfattelse. Patienterne giver udtryk for, at lægerne og sygeplejerskerne i højere grad end 
de reelt er, skal være åbne og informere om hændelser og fejl.  
Projektgruppens konklusion er, at sundhedspersonalet i langt højere grad bør informere åbent om  
hændelser og informere om mulige følger. Dette gælder både den mundtlige information og 
beskrivelsen af hændelsen i journalen. Endvidere er det vigtigt at der på de enkelte afdelinger udvikles 
en politik, der opmuntrer personalet i at turde stå  frem og indrømme og beklage fejl overfor 
patienterne.  
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Del 3: Patientopfattelser af personalets åbenhed om hændelser  
To af spørgsmålene spurgte om patienters indtryk af, henholdsvis, personalets åbenhed eller 
tilbageholdenhed med at give information om hændelser og fejl samt, i tilfælde af tilbageholdenhed, 
de mulige grunde hertil  
Patienterne blev stillet spørgsmålet:   
Er det Deres indtryk, at læger og sygeplejersker undertiden tilbageholder information om 
hændelser og fejl over for de involverede patienter? 
Hertil svarede næsten halvdelen af respondenterne ”ja”, godt en fjerdedel ”nej” og omtrent en 
fjerdedel ”ved ikke” – se Tabel 4.    
Tabel 4. 
Er det Deres indtryk, at læger og sygeplejersker undertiden tilbageholder information om 
hændelser og fejl over for de involverede patienter? 
 
Pct.  
Alle patienter 
(N=167) 
< 50 år * 
(N=79) 
≥ 50 år * 
(N=88) 
Ja 47 % 38 % 55 % 
Nej 28 % 38 % 19 % 
Ved ikke 25 % 24 % 26 % 
Total 100 % 100 % 100 % 
 *) Forskellen på svar mellem patienter < 50 år og ≥ 50 år er signifikant: p<0,02 (chi2), når de 
to aldersgrupper testes mod de tre svarmuligheder ja/nej/ved-ikke; og p<0,005 (t-test) når de 
aldersgrupper testes mod ja/nej-svar.  
 
Der er en meget større tilbøjelighed blandt den ældre halvdel (≥ 50 år) af patienterne til at besvare 
spørgsmålet bekræftende, medens den yngre halvdel (<50 år) har en lige fordeling mellem ja-svar og 
nej-svar.  Der findes ingen signifikante forskelle på svar fra mandlige og kvindelige patienter.  
 
Patienterne blev endvidere spurgt, hvis de sagde ”ja”, om de tror grunden til lægens eller 
sygeplejerskens tilbageholdenhed skyldes hensyn til lægen eller sygeplejersken selv, hensyn til 
patienten, hensyn til kolleger eller andre grunde. Som det fremgår af tabel 3b mener et flertal af 
patienterne at lægen eller sygeplejersken holder information tilbage af hensyn til sig selv. Der er ingen 
tendens til aldersforskel på svar i mellem de fire kategorier (<50 / ≥ 50 år, p=0,6 (chi2)). Der er 
ligeledes ingen signifikant forskel på mdl. og kvl. respondenter (p=0,19, chi2). 
 
I den sidste og faktuelle del af spørgeskemaet bliver 
patienter bedt om at oplyse om de har selv været indlagt 
og om de i den forbindelse har oplevet enten store eller 
små fejl; tilsvarende bliver de spurgt om de har 
familiemedlemmer eller venner, der har været ude for det 
samme.  
I alt opgiver 96 at de selv har været indlagt inden for de 
sidste to år, hvoraf 28% angiver at de har oplevet større 
(8%) eller mindre (20%) fejl, og 26% angiver, at deres 
familiemedlem eller ven har oplevet større (8,2%) eller 
mindre (17,5%) fejl. Blandt de i alt 133 respondenter, som enten selv har været indlagt eller som har 
familiemedlem eller ven, som har været indlagt inden for de sidste to år, angiver 35%, at de har 
oplevet større eller mindre fejl.  
Tabel 5 
 Hvis ja, hvad tror De, er den vigtigste 
grund til, at de holder information tilbage?
 Patienter (N=68) 
Af hensyn til sig selv   62 % 
Af hensyn til patienten 16 % 
Af hensyn til kollegaer 12 % 
Af andre grunde 10 % 
Total 100 % 
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Ved en sammenligning mellem den gruppe, der under indlæggelse har oplevet fejl med gruppen, der 
ikke har oplevet fejl, viser der sig en stor og signifikant forskel. I gruppen, der har oplevet fejl mener 
85 % - og i den anden gruppe, 46 % - at læger og sygeplejersker undertiden tilbageholder information 
om hændelser. Imidlertid er der ingen forskel på de to grupper (p=0,523) på spørgsmålet om 
formodede grunde til at læger og sygeplejersker tilbageholder information. 
  
Tabel 7 
Sammenligning mellem grupper, der under indlæggelse har, henholdsvis ikke har, oplevet større eller 
mindre fejl over for spørgsmålet:  
”Er det Deres indtryk, at læger og sygeplejersker undertiden tilbageholder information om hændelser og 
fejl over for de involverede patienter?” 
Ja Nej Total   
  Antal (%) Antal (%) Antal (%) 
Selv/familie/ven oplevet fejl 34 (85 %) 6 (15 %) 40 (100 %) 
Ikke oplevet fejl 26 (46 %) 31 (54 %) 57 (100 %) 
I alt   60 (62 %) 37 (38 %) 97 (100 %) 
 P<0,001, Chi2 
 
 
Kommentarer og sammenfatning  
En betragtelig andel af patienterne (47 %) angiver, at læger eller sygeplejersker undertiden 
tilbageholder information om hændelser eller fejl over for de involverede patienter. Denne relativt 
højre andel er i sig selv næppe foruroligende, og kunne - isoleret set – fortolkes som patienters 
forventning om at læger og sygeplejersker holder information tilbage af hensyn til patienten. 
Imidlertid viser svaret på det efterfølgende spørgsmål, at patienter udtrykker en skepsis over for 
personalets åbenhed og over for personalets motiver til at holde information tilbage.  
Ganske vist viser resultatet, at 62 % af de patienter, der svarede på spørgsmålet, mener, at personalets 
tilbageholdenhed med at informere skyldes hensyn til lægen eller sygeplejersken selv. Dog bør det 
bemærkes, at denne andel (62 %) er en andel af de respondenter, der har svaret ”ja” til at information 
undertiden holdes tilbage. Det er således 29 % (dvs. 62 % af 47 %) af patienterne, som mener, at 
lægen eller sygeplejersken undertiden holder information tilbage og gør dette af hensyn til sig selv.   
Tabel 6   
Oplevet større eller mindre fejl under indlæggelse? Antal % af indlagte 
Selv indlagt inden for sidste 2 år 96  
Selv oplevet stor fejl 8 8,3% 
Selv oplevet mindre fejl 19 19,8% 
Familie / ven indlagt inden for de sidste 2 år 97  
Familie / ven oplevet stor fejl 8 8,2% 
Familie / ven oplevet mindre fejl 17 17,5% 
Selv eller familie/ven indlagt inden for 2 år 133 100% 
Selv eller familie/ven oplevet stor eller mindre fejl 46 34,6% 
Selv eller familie/ven indlagt og ikke oplevet fejl (stor/mindre) 87 65,4% 
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Når vi finder, at patienter, der har oplevet større eller mindre fejl i højere grad mener, at personalet 
holder information om hændelser tilbage, kan dette forklares på to måder: Oplevelsen af fejl kunne 
tænkes at påvirke forventningen om, at personalet vil tilbageholde information om hændelser; men det 
er også muligt, at der ligger en fælles faktor bag patientens tilbøjelighed eller evne til at notere sig og 
erindre fejl og patientens forventninger til personalets reaktioner ved fejl. Data fra undersøgelsen siger 
intet om, hvilken af de to muligheder er den mest sandsynlige eller om den mest plausible forklaring 
er en kombination af disse. 
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Del 4:  Patientønsker ved hændelser 
I denne del af spørgeskemaet er patienterne blevet bedt om at forholde sig til otte forskellige udsagn 
og angive deres ønske til reaktion, hvis de selv eller en pårørende blev udsat for skade som ikke 
nødvendigvis skyldtes en fejl.  
I det følgende gennemgås patienternes holdninger rangordnet, således at det patienterne opfattede som 
vigtigst gennemgås først. 
Læring 
Patienterne fandt, at det var vigtigt at man lærer af hændelsen så andre ikke skal udsættes for det 
samme. Således fandt 69% af patienterne det afgørende vigtigt, 20% meget vigtigt og 10% vigtigt. 
Dette er signifikant forskelligt fra læger og sygeplejerskers udsagn, idet kun henholdsvis 33% og 44% 
af disse personalegrupper mente, at patienterne vil finde det afgørende vigtigt. Det er væsentligt og 
positivt at patienterne har dette fremadrettede syn på hændelser. Men det samtidig værd at bemærke at 
sygeplejersker og især læger undervurderer dette patientønske.   
Information og åbenhed 
Næsthøjest grad af enighed blandt patienter var om udsagnet, at det er væsentligt at få information om 
de helbredsmæssige konsekvenser af hændelsen. Således angav 67% af patienterne at dette er 
afgørende vigtigt. Dette er i tråd med personalets opfattelse. Dog vurderer patienterne det lidt 
vigtigere end lægerne tror. Patienternes ønske om høj grad af information er i overensstemmelse med 
at 87% af patienterne finder, at patienten har ret til orientering efter en fejl. Mere end 70% af læger og 
sygeplejersker er helt enige i dette udsagn.  
60% af patienterne finder det afgørende vigtigt at det indrømmes, hvis der er sket en fejl, hvilket er i 
modsætning til personalets opfattelse, hvor kun ca. 30% finder det afgørende vigtigt.  I fortsættelse 
heraf finder 54% af patienterne det afgørende vigtigt at personalet giver en forklaring og beklager at 
der er sket en fejl, mens henholdsvis 65 og 67 % af læger og sygeplejerskerne finder det afgørende 
vigtigt. Patienterne finder det afgørende/meget vigtigt at afdelingen og sygehuset bør vedgå ansvar. 
Her er der god overensstemmelse mellem patienterne og personalets opfattelse af grad af vigtighed.  
Sanktioner, klager mv.  
På spørgsmålet hvorvidt personalet skal drages til ansvar (påtale, ”næse” eller straf), hvis der er sket 
en fejl finder 25% af patienterne at det afgørende vigtigt – og yderligere 19% finder det  meget 
vigtigt. Dette er overraskende for lægerne, idet kun 2% mener, at patienterne finder det afgørende 
vigtigt (og yderligere kun 9% meget vigtigt), og hovedparten, nemlig 58%, finder det en smule eller 
ikke vigtigt. Omkring 1/3 af patienterne finder at det er afgørende vigtigt at udnytte mulighed for 
erstatning - kun 16% finder det mindre vigtigt eller ikke vigtigt. Dette er væsentlig forskelligt fra 
lægernes opfattelse af patienternes ønske, men i bedre overensstemmelse med sygeplejerskernes 
opfattelse. På spørgsmålet om, hvorvidt patienten automatisk skal have erstatning efter en fejl angiver 
over halvdelen at de er helt enige i dette udsagn. Omkring 1/3 af patienterne angiver, at de ønsker at 
benytte adgang til klage over behandlingen, hvis der er sket en fejl. En femtedel af patienterne finder 
dette mindre eller ikke væsentligt. Hvorimod kun 14% af lægerne tror, at patienterne finder det 
afgørende vigtigt at kunne klage over behandlingen og 35% at det er mindre eller ikke vigtigt.  
For yderligere at synliggøre, hvorvidt patienterne fandt læring vigtigere end straf blev respondenterne 
bedt om at angive, hvad der var vigtigst og 84% fandt at læring var vigtigst, hvorimod kun 15% 
mente, at personalet skulle drages til ansvar.  
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Hvad ville De ønske hvis De eller en pårørende blev udsat for en skade som 
ikke nødvendigvis skyldtes en fejl?
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10a En beklagelse og forklaring. Lg (N = 291)
Spl (N = 346)
Pt (N = 165) [Sign. Lg-pt:***;  Spl-pt:**]
10b Information om følger. Lg (N = 291)
Spl (N = 345)
Pt (N = 165) [Sign. Lg-pt: ***;  Spl-pt: -]
10d Benytte adgang til klage. Lg (N = 290)
Spl (N = 344)
Pt (N = 159) [Sign. Lg-pt: ***;  Spl-pt: -]
10e Afd./hosp. åbent vedgår ansvar. Lg (N = 291)
Spl (N = 346)
 (N = 161)
10f Mulighed for erstatning. Lg (N = 290)
Spl (N = 346)
 (N = 161)
10g Der læres af hensyn til andre pt. Lg (N = 291)
Spl (N = 346)
 (N = 162)
10h At det indrømmes, hvis fejl er sket. Lg (N = 289)
Spl (N = 345)
 (N = 162)
10i Påtale, "næse", straf, hvis fejl. Lg (N = 289)
Spl (N = 345)
 (N = 160)
10c Personalet viser medfølelse (N=75)
10j Fremtidige pt kan se der er sket fejl (N=156)
Afgørende vigtigt Meget vigtigt Vigtigt En smule vigtigt Ikke vigtigt eller ikke ønsket
Fig. 4: Sammenligning af  svar fra patienter og, for visse spørgsmål, lægers og sygeplejersker om 
vigtigheden af forskellige handlinger fra personalets sides 
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Patienternes forståelse for forekomst af hændelser og fejl 
I patientspørgeskemaet blev patienterne bedt om at forholde sig til grad af enighed til  forskellige 
udsagn, som skulle give en indikation af patienternes forståelse for problemstillinger relateret til 
personalets håndtering af hændelser.  
Patienterne har forståelse for, at mennesker i forbindelse med udførelse af deres job kan begå fejl, idet 
72% er helt enige i dette udsagn sammenholdt med henholdsvis 94% af lægerne og 88% af 
sygeplejerskerne.  
Omkring en tredjedel af patienterne havde en klar opfattelse af at personalet følte sig tynget, hvis de 
havde været involveret i en hændelse eller fejl, mens ca. 7% er helt eller noget uenige i dette udsagn. 
På spørgsmålet om læger dækker over hinanden svarer 50% at de er helt eller noget enige i dette, 
mens 14% er helt eller noget uenige.  
Et andet væsentligt spørgsmål, som patienterne blev bedt om at forholde sig til, var spørgsmålet om 
personalet regelmæssigt bør vurderes. Dette udtrykker 72% af patienterne at de er helt enige i.  
Patienterne viser en forståelse for, at der en risiko for at personalet kan blive hængt ud i pressen, og 
50% af patienterne udtrykker at de er helt enige i (og yderligere 31% ”noget enige i), at pressen er 
sensationspræget, mens ca. 6% er uenige i dette udsagn. Personalet blev ikke stillet nøjagtig samme 
spørgsmål – hvorfor vi ikke kan foretage en sammenligning. Men det bør nævnes at læger angiver 
som en af de to væsentligste grunde til ikke at rapportere, at man kan risikere at pressen skriver om 
hændelsen. (Personalets svar blev indhentet inden det fortrolige rapporteringssystem blev indført i 
Danmark, hvorfor man ikke bør overføre resultater fra personaleundersøgelsen i 2002 til at dække 
indstillingen i 2004 til det nye rapporteringssystem). 
Vi ønskede endvidere at undersøge, om patienter har mulighed for at tolke meldinger om antal af 
rapporter fra afdelinger. Patienterne blev derfor bedt om at forholde sig til udsagnet. ”Man kan 
forvente at en afdeling som kun rapporterer få fejl også kun laver få fejl”. Hertil svarede 14% af 
patienterne at de var helt enige, mens 28% var noget uenige om 11% helt uenige. Dvs. at mere end en 
tredjedel af patienterne er klar over at antal rapporterede fejl ikke nødvendigvis er lig med det faktiske 
antal af begåede fejl. 
 
Kommentarer og sammenfatning 
I denne del af spørgeskemaet er der igen udsagn, der relaterer sig til patienternes ønsker vedrørende 
information og åbenhed omkring hændelsen og her understøtter resultaterne det, der kom frem i 
forbindelse med de tre cases (se ovenfor). 
Denne del af skemaet omhandler patienternes ønsker i relation til sanktioner og klager, forebyggelse 
af hændelser samt patienternes forståelse for forekomst af hændelser og fejl. Her er det positivt at 
patienterne finder det afgørende vigtigt, at der læres af hændelsen, således at andre patienter ikke 
udsættes for det samme. Det er positivt at patienterne finder dette punkt mere væsentligt end 
muligheden til at klage og drage personalet til ansvar.  
I relation til spørgsmålene vedrørende sanktioner over for personale finder patienterne dog i højere 
grad end personalet forventer, at personalet skal stilles til ansvar. Her skal også nævnes patienternes 
opfattelse af at dårlige læger får lov til at fortsætte og nogle patienters ønske om at personale 
færdigheder jævnligt checkes.  
En større del af patienterne angiver at det er vigtigt at udnytte mulighed for erstatning og omkring en 
tredjedel af patienterne angiver at de ønsker at benytte adgang til at klage over behandlingen.  
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Overordnet tegner resultaterne et billede af at patienterne har forståelse for at hændelser og fejl kan 
opstå i forbindelse med deres behandling og at pressen i den forbindelse kan have en negativ 
indflydelse ved at anvende et sensationspræget format. Endvidere at det er nødvendigt at forklare, 
hvordan man som patient kan tolke udmeldinger fra Sundhedsstyrelsen omkring antal af fejl på givne 
afdelinger. 
 
Endelig gælder som overordnet resultat at læger og sygeplejersker undervurderer den vægt, som 
patienter lægger på  
(i) at der tages ved lære af hensyn til andre patienter 
(ii) at der sker en indrømmelse af fejl, når det drejer sig om fejl 
(iii) at der sker påtale i form a ”næse” eller anden sanktion, hvis der er tale om fejl 
 
 
Indstilling til behandling af fejl - "angiv venligst hvor enig 
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12b Pt har ret til orientering v. fejl. Lg (N = 291)
 (N = 164)
12c Enhver kan begå fejl. Lg (N = 290)
 (N = 164)
12a Personalets kunnen regelmæssigt vurderes (N=
161) 
12d Pressen sensationspræget (N= 157)
12e Læger dækker over hinanden (N= 162)
12f Hvis få rapporter, så også få fejl (N= 160)
12g Lg. og spl. føler sig tynget v. fejl (N= 160)
12h Ved fejl med skade automatisk erstatning (N= 160)
Helt Noget Hveken enig Noget Helt 
Fig. 5. Indstilling til fejl og behandling af hændelser og fejl 
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Del 5: Grunde til utilsigtede hændelser 
 
Patienterne blev bedt om at forholde sig til forskellige udsagn om mulige grunde til at der indtræffer 
utilsigtede hændelser i sygehusvæsenet, som ”sandsynligvis kunne have været undgået”. Patienterne 
blev præsenteret for ni forskellige udsagn og havde derudover mulighed for at skrive fri tekst. Fire af 
disse udsagn var også anvendt i personaleundersøgelsen, hvorfor det er muligt at sammenligne 
mellem patienters og personalets besvarelser (Se figur 5) 
Patienterne angiver at den væsentligste af de mulige årsager er at personalet er presset. 76% af 
patienterne angiver at være helt enige eller noget enige i dette udsagn, hvilket er i overensstemmelse 
med personalets besvarelse, idet 91% af lægerne og 92% af sygeplejerskerne angiver det samme. 
Begge personalegrupper udtrykker størst enighed om at ”personalet er presset”, som grund til 
utilsigtede hændelser. At patienterne finder denne årsag mest væsentlig kunne skyldes, at det er den 
mest synlige af de nævnte mulige årsager. Endvidere angiver 44% af patienterne også, at der er for få 
penge til sygehusvæsenet og 44% af patienterne er helt eller noget enige i at hospitalsledelsen gør for 
lidt.  
Patienterne blev bedt om at angive, hvorvidt de fandt at sygeplejersker og læger var ligeglade og at 
dette kunne være en medvirkende årsag til hændelser og fejl. Omkring 40% af patienterne er helt 
uenige i at personalet er ligeglad og omkring 30% er noget uenige i dette udsagn. Patienternes 
besvarelse er nogenlunde ens for læger og sygeplejersker, der er altså ikke forskel på patienternes 
opfattelse af de to faggrupper.  
36% af patienterne er helt eller noget enige i at uerfarne står uden opbakning, dvs. patienterne har en 
noget anden opfattelse end personalet. Her er henholdsvis 30% og 38% af lægerne og 24% og 38% af 
sygeplejerskerne helt eller delvis enige i at uerfarne står uden opbakning.  
Omkring 2/3 af patienterne er helt eller noget uenige i at personalet ikke er tilstrækkelig kompetent og 
ikke føler ansvar nok, og under 20% er helt eller noget enige i disse udsagn. Til gengæld er 47% af 
patienterne helt eller noget enige i at dårlige læger får lov til at fortsætte og kun 20% er noget eller 
helt uenige i dette udsagn. 
 
Sammenfatning 
Patienterne finder at den væsentligste af de foreslåede årsager til hændelser er at personalet er presset. 
Dette er i overensstemmelse med personalets egen opfattelse. Ifølge patienterne bør hospitalsledelsen 
involveres mere i at arbejdet med at hindre hændelser. Derimod opfatter patienterne ikke i samme 
grad som personalet, at de uerfarne står uden opbakning, hvilket kunne betyde at de erfarne personale 
får samlet op i en grad så patienterne føler sig trygge. Heldigvis opfatter patienterne hverken læger 
eller sygeplejersker som ligeglade med at hændelserne sker.  
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Når der indtræffer hændelser der kunne være undgået, 
sker dette fordi .......
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7a Personalet er presset. Lg (N = 289)
Spl (N = 344)
Pt (N = 170) [Sign. Lg-pt:-;  Spl-pt:*]
7b For mange sygepl. er ligeglade.  Lg (N = 287)
Spl (N = 345)
Pt (N = 167) [Sign. Lg-pt: - ;  Spl-pt: ***]
7c For mange læger er ligeglade. Lg (N = 286)
Spl (N = 344)
Pt (N = 169) [Sign. Lg-pt: ***;  Spl-pt: ***]
7f Uerfarne uden opbakning. Lg (N = 287)
Spl (N = 337)
Pt (N = 177) [Sign. Lg-pt:  ;  Spl-pt:  ]
7d Personale føler ikke ansvar nok. Pt (N=164)
7e Personalet ikke tilstrækkeligt kompetent (N=166)
7g Dårlige læger får lov at fortsætte (N=163)
7h Hospitalsledelse gør for lidt (N=163)
7i For få penge til sygehusvæsenet (N=163)
Helt enig Noget enig Hverken enig / uenig Noget uenig helt uenig
Fig. 6:  Patient- og personalesvar om årsager til hændelser og fejl 
 
 
 
24 
 
Referencer 
1. Schiøler T, Lipczak H, Pedersen BL. Forekomsten af utilsigtede hændelser på sygehuse. Ugeskrift for 
Læger 2001;163:5370-7 
2. Hermann N, Andersen HB, Schiøler T, Madsen MD, Østergaard D. Rekommandationer for rapportering og 
tilbagemelding af utilsigtede hændelser på sygehuse (2003) http://www.risoe.dk/rispubl/SYS/ris-r-
1369.htm 
3. Patientklagenævnet. Undersøgelse blandt klagere. Udført af Rådgivende Sociologer. Patientklagenævnet. 
København, 2001 
4. Hobgood C, Peck CR, Gilbert B, Chappell K, Zou B. Medical errors-what and when: what do patients want 
to know? Acad Emerg Med. 2002 Nov;9(11):1156-61. 
5. Witman AB, Park DM, Hardin SB. How do patients want physicians to handle mistakes? A survey of 
internal medicine patients in an academic setting. Arch Intern Med. 1996 Dec 9-23;156(22):2565-9. 
6. Gallagher TH, Waterman AD, Ebers AG, Fraser VJ, Levinson W. Patients' and physicians' attitudes 
regarding the disclosure of medical errors. 
JAMA. 2003 Feb 26;289(8):1001-7. 
7. Wu AW, Folkman S, McPhee SJ, Lo B. Do house officers learn from their mistakes? JAMA. 1991 Apr 
24;265(16):2089-94. 
8. Hingorani M, Wong T, Vafidis G. Patients´and doctors´attitudes to amount of information given after 
unintended injury during treatment: cross sectional, questionnaire survey. BMJ 1999;318:640-1  
9. Charlton R, Dovey S, Mizushima Y. National differences in breaking bad news. Med J Aust 1993 Jul 
5;159(1):72  
10. Hebert PC, Levin AV, Robertson G. Bioethics for clinicians: 23. Disclosure of medical error. CMAJ 2001 
Feb 20;164(4):509-13.  
11. Holm, S. Ethical problems in clinical practice: the ethical reasoning of health care professionals. 
Manchester University Press. Manchester, New York, 1997. 
12. Lipczak H. Schiøler T. Rapportering af utilsigtede hændelser. Ugeskrift for Læger 2001;163:5350-5. 
13. Nielsen D, Schmidt L.. Videregivelse af alvorlige nyheder. Ugeskrift for Læger 1997;159(19):2862-6. 
14. Smith ML, Forster HP. Morally managing medical mistakes. Camb Q Healthc Ethics 2000 Winter;9(1):38-
53. 
15. Wu  AW, Cavanaugh TA, McPhee SJ, Lo B, Micco GP. To tell the truth: ethical and practical issues in 
disclosing medical mistakes to patients. J Gen Intern Med 1997 Dec;12(12):770-5 
16. www.parliament.the-stationery-office.co.uk/ 
17. National patient safety agency. 7 steps to patient safety. A guide for NHS staff. 2003. 
www.npsa.nhs.uk/sevensteps/default.asp  
18. Dansk Selskab for Patientsikkerhed. Inddragelse af patienter og pårørende som ressourcepersoner i 
patientsikkerhed. 
19. Glistrup E. Patienters perspektiv på patientsikkerhed i Patientsikkerhed fra sanktion til læring. 
Editors: Pedersen BL and Mogensen T. Munksgaard, Danmark 2003. 
 
 
 
  
 
Bilag 1: Spørgeskema 
 
Spørgeskemaundersøgelse: 
Patienters holdning til hvordan sygehusfejl bør behandles 
 
 
 
Der er i de seneste par år rettet en voksende opmærksomhed mod patientsikkerhed og 
herunder fejl, der forekommer i forbindelse med sygehusindlæggelse.   
 
Denne undersøgelse foretages for at indsamle viden om, hvordan patienter ønsker der 
skal reageres, hvis de selv eller deres pårørende bliver udsat for en fejl under ind-
læggelse. I undersøgelsen indsamles svar fra patienter i to ambulatorier på Herlev 
Sygehus. Svarene vil blive sammenlignet med svar, som for nylig er indsamlet fra læger 
og sygeplejersker i en lignende spørgeskemaundersøgelse. 
 
Alle svar er anonyme. 
 
Vi vil være Dem taknemmelig, hvis De vil besvare skemaet. Hvis De ikke når at udfylde 
skemaet i ventetiden på ambulatoriet, er De velkommen til at udfylde det senere og 
sende det retur i den frankerede svarkuvert, som De kan få udleveret af personalet, der 
omdeler skemaet. 
 
Med venlig hilsen og tak for hjælpen 
 
Projektgruppen1  
 
                                                 
1 Projektgruppen bag denne undersøgelse af patientkrav og patientønsker i forbindelse med 
sygehusfejl består af  Marlene Dyrløv Madsen (ph.d.-stud./filosof) og Henning Boje Andersen 
(seniorforsker), Forskningscenter Risø; Doris Østergaard (læge) og Birgitte Ruhnau (læge),  
Dansk Institut for Medicinsk Simulation, Amtssygehuset i Herlev; Morten Freil (samfundsforsker), 
Enheden for Brugerundersøgelser for Københavns Amts Sygehusvæsen; og  Niels Hermann 
(læge), Embedslægeinstitutionen, Frederiksborg Amt.  
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Læs venligst følgende opdigtede sygehistorie og angiv hvad De mener, der bør gøres.  
 
 
Sygehistorie A: Fru Petersen bliver opereret for grå stær. Under operationen brister 
linsekapslen. Øjenlægen må derfor lægge et lidt større snit end ellers, sætte nogle sting og 
benytte en anden type kunstig linse. Der er en risiko på ca. 1 ud af 10 for, at fru Petersens 
syn vil blive påvirket af disse ændringer. Dagen efter har fru Petersen det godt og er tilfreds 
med forløbet. 
 
Ja 
 
Nej 
 
1. Bør øjenlægen informere om de 
kirurgiske problemer der opstod 
undervejs?   
 
Ja 
Kun hvis patienten  
spørger 
 
Nej 
 
2. Hvis ja, bør lægen nævne de mulige 
følgevirkninger?    
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Læs venligst følgende opdigtede sygehushistorier og angiv hvilke handlinger De tror, der vil 
blive foretaget, og dernæst hvad De selv ville ønske, der blev gjort. 
 
 
Sygehistorie B: En 53-årig mand (gift, 2 voksne døtre, selvstændig vognmand) indlægges 
til en planlagt operation for fjernelse af galdeblæren. På afdelingen skal der til denne 
alders-gruppe altid gives blodfortyndende medicin før operationen for at forebygge 
blodpropper.  
    Det er en rolig vagt. Lægen, der skal sørge for at ordinere medicinen, er uopmærksom 
og tænker på alt muligt andet, mens hun dikterer til journalen. Hun glemmer at ordinere 
blodfortyndende medicin til patienten. 
Patienten udvikler efterfølgende en blodprop i sit underben. Han må derfor forblive 
indlagt en ekstra uge og være sygemeldt længere end planlagt. Det er meget usandsynligt, 
at han vil få varige mén af blodproppen. 
 
3. Angiv venligst for hvert af de følgende udsagn, hvad De tror, det er mest sandsynligt 
at lægen vil gøre. 
 
 
 
Ja, 
afgjort 
Ja, sand-
synligvis 
Sandsyn- 
ligvis ikke 
Afgjort 
ikke 
Ved 
ikke 
a. Lægen vil prøve at holde det for sig selv, at patienten 
ikke har fået blodfortyndende medicin ............................
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
b. Lægen vil tale med sine kollegaer om hændelsen ...........
 
 
 
 
 
 
 
 
 
 
c. Lægen vil skrive i patientjournalen, at patienten ikke 
har fået blodfortyndende medicin ....................................
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
d. Lægen vil sørge for at patienten bliver informeret om, 
at han har fået en blodprop og får forklaret dens følger ..    
 
 
 
 
e. Lægen vil forklare patienten, at hun har begået en fejl 
ved ikke at ordinere blodfortyndende medicin ................      
f. Lægen vil beklage hændelsen over for patienten.............
 
 
 
 
 
 
 
 
 
 
 
 
4. Hvis De selv havde været udsat for ovenstående hændelse, hvilke af de følgende 
handlinger ville De da ønske at lægen ville foretage? 
 
 
 Afgørende 
vigtigt 
Meget 
vigtigt Vigtigt 
En smule 
vigtigt 
Ikke vigtigt 
eller ikke 
ønsket 
a. At lægen skriver i min journal at jeg ikke har fået 
blodfortyndende medicin .................................................      
b. At lægen sørger for at jeg bliver informeret og får 
forklaret følgerne af blodproppen i benet ........................      
c. At lægen indrømmer over for mig at hun har begået en 
fejl ved ikke at give blodfortyndende medicin ................      
d. At lægen beklager hændelsen over for mig .....................      
e. Andet (skriv gerne): _______________________________________________________________________ 
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Sygehistorie C: En 42-årig kvinde (gift, 1 barn, idrætslærer) er indlagt til behandling med 
kemo-terapi. Der er ikke færdigblandet medicin til rådighed i afdelingen og lægen bliver 
nødt til at blande selv. Mens lægen er i gang med at blande medicin til patienten bliver han 
distraheret. Han fejlblander medicinen og patienten får derfor den 10-dobbelte dosis 
kemoterapi.  
Først da lægen senere på dagen skal behandle en anden tilsvarende patient opdager han 
at han har blandet forkert dosis til den 42-årige kvinde. På det tidspunkt har kvinden 
modtaget hele den doserede mængde. Lægen ved, at en for høj dosis kemoterapi kan 
påvirke patientens hjerte varigt. Der er stor risiko for, at kvindens  arbejdsniveau vil blive 
nedsat i en sådan grad at hun sandsynligvis ikke kan bevare sit arbejde. 
 
 
5. Angiv venligst for hvert af de følgende udsagn, hvad De tror, det er mest sandsynligt 
at lægen vil gøre. 
 
 
 Ja, 
afgjort 
Ja, sand-
synligvis 
Sandsyn- 
ligvis ikke 
Afgjort 
ikke 
Ved 
ikke 
a. Lægen vil søge at holde det for sig selv, at patienten 
har fået en 10-dobbelt dosis .............................................
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
b. Lægen vil tale med kollegaer om hændelsen...................
 
 
 
 
 
 
 
 
 
 
c. Lægen vil skrive i patientjournalen, at patienten har 
fået en 10-dobbelt dosis ...................................................
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
d. Lægen vil sørge for at patienten bliver informeret om 
fejlmedicineringen og får forklaret risiko for problemer 
med hjertefunktionen .......................................................
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
e. Lægen vil forklare patienten, at han har begået en fejl 
ved at blande en for høj dosis medicin ............................
 
 
 
 
 
 
 
 
 
 
f. Lægen vil beklage hændelsen over for patienten.............
 
 
 
 
 
 
 
 
 
 
 
 
6. Hvis De selv havde været udsat for ovenstående hændelse, hvilke af de følgende 
handlinger ville De da ønske at lægen ville foretage: 
 
 
 Afgørende 
vigtigt 
Meget 
vigtigt Vigtigt 
En smule 
vigtigt 
Ikke vigtigt 
eller ikke 
ønsket 
a. At lægen skriver i min journal at jeg har fået en 10-
dobbelt dosis ....................................................................      
b. At lægen sørger for at jeg bliver informeret om 
fejlmedicineringen og får forklaret risiko for problemer 
med hjertefunktionen .......................................................      
c. At lægen indrømmer over for mig at hun har begået en 
fejl ved at blande en for høj dosis ....................................      
d. At lægen beklager hændelsen over for mig .....................      
e. Andet (skriv gerne): _______________________________________________________________________ 
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7. Når der indtræffer utilsigtede hændelser i sygehusvæsenet, som sandsynligvis 
kunne have været undgået, sker dette fordi… (Sæt ét kryds for hver linie)  
 
 
 Helt  
uenig 
Noget 
 uenig 
Hverken 
enig / 
uenig 
Noget 
 enig 
Helt  
enig 
Ved  
ikke 
a. - personalet er presset .................................................       
b. - for mange sygeplejersker er ligeglade......................       
c. - for mange læger er ligeglade ....................................       
d. - personalet ikke føler ansvar nok for opgaverne........       
e. - personalet ikke er tilstrækkeligt kompetente ............       
f. - de uerfarne står uden tilstrækkelig opbakning..........       
g. - dårlige læger får lov at fortsætte...............................       
h. - hospitalsledelserne gør ikke nok for at forhindre 
fejl ...............................................................................       
i. - der bliver afsat for få penge til sygehusvæsenet.......       
j. Andet (skriv gerne): _______________________________________________________________________ 
 
 
 
 
  
 
 
 
 
Ja 
 
Nej 
 
Ved ikke 
 
8. Er det Deres indtryk, at læger og 
sygeplejersker undertiden tilbageholder 
information om hændelser og fejl over for 
de involverede patienter?       
 
Af hensyn til 
sig selv 
 
Af hensyn til 
patienten 
Af hensyn til 
kollegaer 
Af andre 
grunde  
 
9. Hvis ja, hvad tror De er den vigtigste grund 
til at de holder information tilbage? (Sæt 
kun et kryds)     
Hvis andre grunde, angiv gerne: 
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 
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10. Hvad ville De ønske, hvis De eller Deres pårørende blev udsat for en utilsigtet 
hændelse, som medførte en skade, men som ikke nødvendigvis skyldtes en fejl? 
(Sæt ét kryds for hver linie) 
 
 
 Afgørende 
vigtigt 
Meget 
vigtigt Vigtigt 
En smule 
vigtigt 
Ikke 
vigtigt 
eller ikke 
ønsket 
Ved 
ikke 
a. At få en beklagelse og forklaring på, hvorfor det 
skete ............................................................................       
b. At få information om de helbredsmæssige 
konsekvenser af hændelsen/fejlen ..............................       
c. At personalet viser medfølelse....................................       
d. At benytte adgang til klage .........................................       
e. At afdelingen/hospitalet åbent vedgår sit ansvar ........       
f. At benytte muligheden for at få erstatning .................       
g. At man lærer af hændelsen så andre ikke skal 
udsættes for det samme...............................................
 
 
 
 
 
 
 
 
 
 
 
 
h. At lægen/sygeplejersken indrømmer det, hvis der er 
sket en fejl...................................................................       
i. At lægen/sygeplejersken  drages til ansvar (påtale, 
”næse”, straf), hvis der er sket en fejl .........................
 
 
  
 
 
 
 
 
 
 
 
 
 
 
j. At fremtidige patienter kan se at der er sket en fejl 
på afdelingen...............................................................       
 
k. Andet (skriv gerne): _______________________________________________________________________  
 
 
 
At man prøver  
at tage ved lære af 
fejl 
At man prøver at 
drage læger og 
sygeplejersker  
til ansvar, når de 
begår fejl 
Andet 
 
 
11. Hvad er vigtigst inden for 
sundhedsvæsenet ved behandling af 
fejl? (Sæt kun et kryds)  
   
Hvis andet, angiv gerne dette: 
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 
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12. Angiv venligst med kryds for hvert udsagn, hvor enig eller uenig De er i de følgende 
udsagn. 
 
 
 Helt  
uenig 
Noget  
uenig 
Hverken 
enig / 
uenig 
Noget  
enig 
Helt  
enig 
Ved  
ikke 
a. Sygehuspersonalets viden og færdigheder bør 
regelmæssigt vurderes ................................................       
b. Patienter har krav på at blive orienteret, når der er 
opstået en hændelse/fejl ...........................................       
c. Enhver kan begå fejl................................................       
d. Pressen behandler generelt fejl på en 
sensationspræget måde ............................................       
e. Læger dækker over hinandens fejl ............................       
f. Man kan forvente at en afdeling som kun 
rapporterer få fejl også kun laver få fejl .....................       
g. Den enkelte sygeplejerske eller læge, der har begået 
en fejl, føler sig tynget af det ......................................       
h. Når man udsættes for en fejl med skader til følge 
bør man automatisk få en erstatning ...........................       
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Svarpersonens baggrund (anonymt) 
 
Køn:  Kvinde   Mand  
 
Hvilket år er De født: 19___ 
 
 
Har De været indlagt på hospital inden for de sidste 2 år?  
Ja       Nej  
 
 
Hvis Ja, blev der begået fejl i forbindelse med Deres indlæggelse[r],  så vidt De ved?  
Ja,  en stor fejl / flere store fejl    
Ja,  en mindre fejl / flere mindre fejl   
Nej, ikke mig bekendt  
 
 
Hvis De har lyst, er De velkommen til beskrive hændelsesforløbet ved en eventuel fejl: 
 
 
 
 
 
 
 
 
 
Har nogen i Deres nære familie eller blandt Deres venner været indlagt inden for de seneste to år? 
Ja       Nej  
 
 
Hvis Ja, blev der begået fejl i forbindelse med denne indlæggelse / en af disse indlæggelser, så vidt De ved?  
Ja,  en stor fejl / flere store fejl    
Ja,  en mindre fejl / flere mindre fejl   
Nej, ikke mig bekendt   
 
 
Hvis De har lyst, er De velkommen til beskrive hændelsesforløbet ved en eventuel fejl: 
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Understanding the nature of apology in the context
of healthcare
Marlene Dyrløv Madsen
Systems Analysis Department, Risø National Laboratory and Section for Philosophy and
Science Studies, Roskilde University
In recent years, a growing number of authors have explored the notion of apol-
ogy in various contexts, thereby bringing to light how the discourse, politics and
processes surrounding apology can be extremely complex and critical (see for in-
stance Govier and Verwoerd, 2002; Pettigrove, 2003; Taft, 2000). In healthcare
too, ‘apology’ has been getting increased attention, primarily because it has been
proven to play a significant role in the aftermath of adverse events, affecting pa-
tients and staff, but also because it may have financial consequences for the health-
care provider organization (see for instance Gallagher et al., 2003; Kraman and
Hamm, 1999; Manser and Staender, 2005).
In this paper I will investigate the nature of apology and its internal logic in
the context of healthcare. I will begin by defining apology and, in line with other
authors, suggest that ‘apology’ in its primary meaning is a moral act (Govier and
Verwoerd, 2002; Taft, 2004). I shall review the theoretical background of apol-
ogy in order to illustrate its nature and function, and I will examine the different
functions of apology in healthcare to (1) investigate when apology can be morally
justified and (2) discuss the necessary conditions for an apology to work effec-
tively and ethically in healthcare. Related to this, I will discuss when and how
it is justified and necessary to apologize, and acknowledge or express regret af-
ter harm, in order to distinguish a spectrum of possible acknowledging actions.
I will review arguments of different theorists, discussing some of these in terms
of utilitarianism and deontology. I shall use cases to illustrate the possibility of
apologizing in healthcare in the aftermath of harm, and the negative consequences
when apologies are not given or are given in the “wrong” manner.
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1 Background
As mentioned, apology is getting increased attention in healthcare. For instance,
a Danish study, using focus group interviews and performing a questionnaire sur-
vey of how patients want healthcare staff to handle mistakes following adverse
events, showed that 81% of patients find it extremely/very important that regrets
and an explanation are given, and that 84 % find it extremely/very important that
healthcare personal admit their error, if an error was made (Andersen et al., 2004;
Freil et al., 2004; Østergaard et al., 2005). These findings are in line with what is
reported in the literature: patients want physicians to acknowledge adverse events
(Manser and Staender, 2005; Witman et al., 1996) and in some cases even minor
mistakes (Gallagher et al., 2003), and when physicians decline to do so, patients
will be more likely to file lawsuits (Witman et al., 1996). It is however not com-
pletely evident whether it is an actual “apology” or an “acknowledgement” that is
most important to patients. A study by Kraman and Hamm (1999) illustrate that
extreme honesty is the best policy regarding patients’ interest while, at the same
time, it is most likely to minimize cost of litigation (Hickson et al., 1992; Lamb
et al., 2003; Liang, 1999; Vincent et al., 1994; Witman et al., 1996). In the long run,
openness also improves the possibilities for learning about and preventing medical
harm, hence saving the overall cost in healthcare (Berlinger, 2005). Should the
moral arguments for truth telling and apologizing after harm therefore fail to bring
action, there are evidently economic incentives that support openness and apology.
It is often said that healthcare has fostered a culture of secretiveness, and in-
deed, several studies and personal accounts point to the need for healthcare staff,
and especially doctors, being able to disclose and apologize honestly after avoid-
able medical harm (Berlinger, 2003a; Finkelstein et al., 1997; Wu et al., 1993).1
Many doctors may find themselves in a dilemma, wishing themselves to express
sincere apology to the patient but finding several obstacles against doing so (Taft,
2004). A specific theme in this area concerns the severe emotional effects of med-
ical harm on staff and the lack of support they experience – a theme which is
discussed in a number of publications (Christensen et al., 1992; Newman, 1996;
Smith and Forster, 2000) and often referred to by the tag “the second victim”, a
memorable phrase coined by Wu (2000). One of the first doctors to write on this
subject, Hilfiker (1984), published an emotionally charged and moving paper “Fa-
cing our mistakes” in the New England Journal of Medicine, and later expanded
this into a book (Hilfiker, 1985). Some specialties have created rituals for dealing
with mistakes (Bosk, 1979) but they have never included the patient, as pointed out
by Berlinger (2004). In her recent overview, Berlinger devotes a whole chapter to
1 Also (Berlinger, 2005; Hilfiker, 1984; Manser and Staender, 2005; McNeill and Walton,
2002; Newman, 1996; Sharpe, 2004; Woods, 2004; Wu et al., 1991; Wu, 2000).
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analyzing the literature and the spreading phenomenon of doctors telling about er-
ror (Berlinger, 2005). This trend is not confined, of course, to the English language
literature. For instance, a Danish primary sector doctor made her “confession” af-
ter she stopped practicing, calling for more openness, understanding and support
from colleagues in cases of medical harm, and she describes the pain, shame and
feeling of loneliness following medical harm (Bærentsen, 1997). There is now an
increasing number of websites where healthcare staff share experiences of harm
with each other.
If apology and the act of acknowledging medical error are of such great im-
portance – to patients as well as staff – why is it then that healthcare staff do not
apologize when a mistake leading to harm has been made? There are of course
several obvious reasons for healthcare staff to withhold apology (Finkelstein et al.,
1997). First of all, healthcare staff may not find that they are personally at fault,
but rather that the adverse event is caused by a systems failure, e.g., under-staffing,
faulty equipment. Or the mistake may have been made by a colleague, perhaps an
unknown one in another department. If a staff member has not personally made
any mistake, is it at all appropriate to apologize?
Second, staff members may be afraid of becoming caught up in a lawsuit or
be reported to the complaint board if they admit that they have made a mistake
(Andersen et al., 2002; Finkelstein et al., 1997; Gallagher et al., 2003; Vincent
et al., 1999). Some believe that apologizing or saying “I am sorry” might give the
patient the impression that the apologizer is in fact personally at fault (Gallagher
et al., 2003).2 But does an apology necessarily entail acknowledgement of personal
fault?
Third, there are cases where hospital risk managers and management admonish
staff not to apologize in order to minimize the potentials of economic compensa-
tion (Gallagher et al., 2003; Wears and Wu, 2002).3 In such cases it appears that
healthcare staff feelings and their wish to assume moral responsibility by openly
expressing their role and their regret, and perhaps even seeking forgiveness, are
2 Robbennolt (2003) notes that in civil disputes legal actors have viewed apology as an ad-
mission of responsibility that will lead to increased legal liability, which is why apology
should be avoided (Cohen, 1999). It has often been observed that in the American legal
context the possibility that a sincere apology will be taken as admission is inhibiting
people from apologizing (Wagatsuma and Rosett, 1986).
3 These examples pertain mostly to a context as in the US where a risk manager’s role is to
avoid litigation. However, even in a context such as the Danish characterized by public
hospitals and a no-fault compensation scheme, where there is no fear of litigation, the risk
of being reported to the complaints board will apparently sometimes induce management
to recommend that their staff do not apologize. Moreover, this recommendation seems
to be followed in some cases.
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overruled by management.4 Can this be justified ethically? Is there not a moral
obligation to support truth telling and apologies when appropriate? As Leape notes,
“dishonesty is corrosive not only to the patient’s trust, but to the physician’s in-
tegrity. It is not surprising that many doctors have felt “unclean” after following
advice not to admit responsibility for a serious error. Honesty is not just the best
policy; it is also essential to our mental health” (Leape, 2005).
Fourth, the professional culture of doctors has sustained an idea of infallibil-
ity: a “good” doctor does not make mistakes, and it is a sign of incompetence to
make mistakes; therefore, the mere thought that one has made a mistake is difficult
to face, let alone admit to colleagues or, even worse, patients (Blumenthal, 1994;
Finkelstein et al., 1997; Hingorani et al., 1999; Leape, 1994; Smith and Forster,
2000; Wu et al., 1991). Doctors may also fear losing the patients trust (Hingorani
et al., 1999). Psychologists maintain that most people find it difficult to apologize
– often because they simply do not know how (Lazare, 2004) – and for doctors
it is believed to be even more difficult, not just because they are inexperienced in
apologizing, but because of the strong traditions of the infallibility of the profes-
sion (Blumenthal, 1994). A recent review article on patients’ expectations in the
aftermath of adverse events and the practice of open disclosure describe several of
the barriers (Manser and Staender, 2005).
Not until recently have the professions laid down an obligation to tell the pa-
tients about adverse events (Lamb et al., 2003), nor have integration of disclosure
training been part of the curriculum of doctors (Davies, 2005; Leape, 2005; Manser
and Staender, 2005; Sharpe, 2000). This tendency is rapidly changing as the tra-
ditional doctor-patient relationship has shifted and according to Taft (2004) the
regulatory and ethical movements “reveal a philosophical shift in the very nature
of communication between patient and care provider”.5 The medical curriculum
is also changing internationally, where patient safety is prompting the establish-
ment of courses in, e.g., communication and teamwork and modules that address
medical mistakes, including in particular the difficult and sensitive subject of com-
municating, disclosing and apologizing to patients and families following medical
harm (Berlinger and Wu, 2005; Crigger, 2004; Hobgood et al., 2004; Manser and
Staender, 2005; Østergaard et al., 2005; Smith and Forster, 2000).
4 The author recalls a few instances when, during seminars, a doctor has related how he
or she has made a medical error leading to mortality or a patient becoming disabled, and
where the immediate inclination of the doctor involved was to apologize and express
regret to the relatives; however, following the advice of the risk manager, the doctors did
not apologize to the patient or the relatives. All of them say that afterwards they have not
themselves been able to come to terms with the event and its aftermath.
5 There have been especially pronounced changes in the US with the new standards of
Accreditation (JCAHO, 2006), the American Medical Association’s ethics guideline
(American Medical Association, 1994) and the American College of Physicians (2002).
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To overcome some of the above-mentioned obstacles several organizations
have provided guidelines for when and how to apologize (see for instance Doctors
in Touch, 2004; Lamb et al., 2003; NHS, 2005), US states have enacted policies to
enforce apology as standard of care (JCAHO, 2004; Sorry works, 2006), and some
of them have so-called “I’m Sorry” laws according to which a person can express
regret or convey sympathy without it being used as evidence of liability; these laws
are thus intended to encourage apology (Robbennolt, 2003).6 In effect it is becom-
ing widely recognized that disclosing and apologizing to patients is a reasonable
action following the event of medical harm (see for instance Davies, 2005; Finkel-
stein et al., 1997; Rosner et al., 2000; Sharpe, 2004), while the arguments for doing
so, still vary. Some authors argue that apologizing is the right policy because it is
prudent from an economic point of view, i.e., fewer patients will sue after receiving
an apology (Cohen, 1999, 2002). Others argue that it is our moral responsibility
to acknowledge and take responsibility for the actions that have caused harm to
others, for instance through apology (Berlinger, 2004; Crigger, 2004; Finkelstein
et al., 1997; Smith and Forster, 2000).
Most of the literature on apology is created on a disciplinary background of
sociology, psychology and law and most of the philosophical literature deals with
the political issues of apology, specifically on apologies between nations or ethnic
groups for harms done in the past. There have been a couple of central philosoph-
ical articles on apology, one by Kort (2002), originally from 1975, and another by
Gill (2000), each of the authors seeking to determine the necessary conditions for
apologizing. In theology, discussions of apology are often made in relation to and
from the perspective of forgiveness (Berlinger, 2003c). The literature on apology
in the context of healthcare is mainly addressed at the duty of disclosure after med-
ical harm and the ethical value of truth telling (Crigger, 2004; Finkelstein et al.,
1997; He´bert et al., 2001; Rosner et al., 2000; Smith and Forster, 2000; Sweet and
Bernat, 1997; Wu et al., 1997), and several of them also argue that apology should
“be one of the ethical responsibilities of the profession of medicine” (Finkelstein
et al., 1997). There seems to have appeared no philosophical analysis of the moral
arguments about the justifications and role of apology in healthcare.7
6 There is, however, wide differences between the enacted laws in the different states in
terms of the types of expressions that are protected. For more detail and discussion about
the contents, history and effects of these laws see (Berlinger, 2005; Cohen, 1999, 2002;
Robbennolt, 2003; Taft, 2004). Interestingly for healthcare is the rule adopted by Col-
orado in 2003 that is limited to expressions made by health-care providers and that ex-
plicitly protects statements expressing fault (the first of its kind) (Robbennolt, 2003).
7 Taft (2004) provides an exceptionally engaging and philosophically relevant analysis of
apology and medical mistake, although his discussion is focused mainly on law related
issues.
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In healthcare most adverse events are caused by unintentional acts, errors of
omission or commission, brought about in a very complex system, and medical
harm is therefore often accidental and non-personal.8 The fact that medical harm
in most cases are caused by error and as such by acts that in themselves are not
moral wrongdoings creates a slightly different case for apology. Although most
apologies are in fact given after unintended behavior or negligence that cause some
kind of harm to the victim most of the literature on apology discusses the condi-
tions, appropriateness and effects of apology following especially group and racial
atrocities that are intentional and person oriented, often made in the past and now
condemned in the present. But what about harm caused neither by negligence nor
by moral wrongs? How should we respond in such cases?
2 What is an apology?
What is an apology? A simple question, and perhaps one that invites an immedi-
ate and simple answer. However, the literature reveals that the language of apol-
ogy is nuanced and its nature ambiguous. The word apology stems from Greek
“apologia” and means a defense, a justification, an explanation or an excuse, all of
which are not part of the primary meaning of the modern use of apology (AHD,
2004). In fact most authors agree that for anything to be a true apology, it must
be offered without any excuse or justification (Gill, 2000; Govier and Verwoerd,
2002; Tavuchis, 1991). Dictionaries reveal three basic meanings of ‘apology’. The
primary definition of ‘apology’ according to several dictionaries concerns sincere
regret. Thus, “a regretful acknowledgement of an offence or failure” in the Concise
Oxford English Dictionary (COED, 2004) and “an acknowledgment expressing re-
gret or asking pardon for a fault or offense” in the American Heritage Dictionary
(AHD, 2004). The secondary meanings of ‘apology’ are: “A: a formal justification
or defense; B: an explanation or excuse” (AHD, 2004), or just “a justification or
defense” (COED, 2004).
Additionally the primary meaning can and is sometimes distinguished into two
separate meanings in the literature, although the dictionaries do not discriminate
these specifically: the “partial apology” or “sympathetic apology” refers to state-
ments that convey sympathy but do not admit responsibility, and the “full apol-
ogy” or ”authentic apology” refers to statements that both express sympathy or
regret and accept responsibility (Robbennolt, 2003; Taft, 2004). As we shall see,
the partial apology is incomplete in terms of the most common and acknowledged
8 Of course, it can be argued that errors may be due to carelessness or negligence and they
might even be repeated by the same doctor, who of course must be dealt with appropri-
ately: However the vast majority of errors are made by well-trained, conscientious, and
well-meaning healthcare staff members.
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definitions of apology. According to Lazar, “[a]pology refers to an encounter be-
tween two parties in which one party, the offender, acknowledges responsibility
for an offense or grievance and expresses regret or remorse to a second party, the
aggrieved” (Lazare, 2004).
There are numerous examples of how words such as ‘true’, ‘genuine’, ‘sin-
cere’ or ‘authentic’ are added to apology to define certain necessary conditions
that must be attained for an apology to be that which it claims to be “effective”.
However, these words in their intended sense and in this context are very nearly
synonyms of each other.9 So it seems that when authors use these qualifying terms
they are merely trying to emphasize that they are dealing with “apology” in the
so-called primary and full meaning of the term. An example is Harvey (1995),
who makes a distinction between a ‘genuine apology’ and ‘apology’, claiming
that in a person-to-person apology you may speak the right words, “but it does
not constitute a genuine apology if sincerity is lacking”. Taft (2004) defines apol-
ogy as a moral act, and he distinguishes between the “authentic apology” and the
“sympathetic apology” as expressed above. The only problem arises when differ-
ent theorist confuse the meaning of apology by using the same ‘qualifying word’
with diverse meaning, for instance, Joyce calls an apology “authentic” as long as
there are expressions of regret and the recipient is satisfied (Joyce, 1999), which
does not cover the necessary conditions that Taft asserts. We shall return to this
discussion and the necessary conditions for apology.
Most often, the qualifications put on apology are attitudinal states of regret,
remorse, and sincerity (see for instance Gill, 2000; Taft, 2000; Tavuchis, 1991)
although, rather controversially, others will claim that a genuine apology can be
given without feelings of remorse or regret (Cunningham, 1999; Joyce, 1999; Pet-
tigrove, 2003). Pettigrove (2003) criticizes Gill (2000) and Harvey (1995) – but
they are not alone in holding the view criticized – for being inclined to make atti-
tudinal states like regret, remorse and sincerity necessary conditions of apology, as
he states, “apologies lacking such attitudinal states may be morally deficient, we
are not generally inclined to say they fail to be apologies” (Pettigrove, 2003). Pet-
tigrove argues – and I tend to agree – that an insincere apology is still an apology
and hence does not semantically fail to be one; it may, however be “an infelicitous
one” (Pettigrove, 2003). In this case we may call Pettigrove’s apology “partial”.
If for instance someone claims that “the best way to keep a marriage is to apolo-
gize even if you don’t mean it” then the person is obviously using the functions of
apology strategically as a means to an end, but the person is not performing a full
apology. This is a central discussion which we will return to.
9 Genuine is defined as “true to what is claimed, authentic or free from deception or pre-
tence or sincere”; sincere is defined as “genuine, true, and unaffected, honest or earnest”,
and finally, authentic is defined as “genuine, like the real or original” (AHD, 2004).
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Govier and Verwoerd (2002) call what we have termed a “full apology” a
“moral apology”, which “implies a request for forgiveness and is an initiative to-
ward reconciliation”. However, within the philosophical literature apology is not
referred to as a ‘moral apology’. This is probably because philosophers interpret
apology as an inherently moral act, in which case the label ‘moral’ is redundant in
’moral apology’ – except when used for emphasis perhaps. Nonetheless, the qual-
ifications asserted by Gill, Harvey, Taft, Govier and Vervoerd and others can be
interpreted as conditions for a “moral” apology, which might explain why the nec-
essary conditions these authors claim for apology are stricter than those asserted
by others. In this paper the terms “partial” and “full” will be used when necessary
to distinguish the primary meaning of apology, while the focus of the paper is on
the full apology exemplified by Lazare’s definition (see page 7).
2.1 Theoretical background of apology
The sociologist Goffman (1971), who published a very influential analysis of the
social dynamics of apology, characterizes apology as a type of remedial inter-
change. Remedial activity is undertaken by a person as a response to having given
“the appearance of encroaching on another’s various territories and preserves; or
he finds himself to give a bad impression of himself; or both” , and when some-
one seeks by the remedial strategy “to reinforce a definition of himself that is
satisfactory to him” (Goffman, 1971). Common and basic categories of remedial
interchange comprise accounts, denials, excuses, justifications and apologies. We
noted earlier the difference between the primary meaning of apology (expression
of sincere regret etc.) and its secondary meaning (an excuse or justification), and
it is obviously not the secondary meaning that is the target of Goffman’s analysis.
Thus, he also observes that “[i]n contrast to excuses and justifications, an apology
involves both an acceptance of responsibility for the act and an acknowledgement
of its wrongfulness” (Gill, 2000). However, in all cases “[t]he function of remedial
work is to change the meaning that otherwise might be given to an act, transform-
ing what could be seen as offensive into what can be seen as acceptable” (Goffman,
1971). Goffman argues that the “remedial activity is a constant feature of ordinary
interaction that, indeed, through ritually closed interchanges, it provides the orga-
nizational framework for encounters” (Goffman, 1971). Goffman defines apology
as: “a gesture through which an individual splits himself into two parts, the part
that is guilty of an offence and the part that dissociates itself from the delict and af-
firms a belief in the offended rule.” (Goffman, 1971). Goffman also notes that there
are varying degrees of apology relative to the size of the offence. He observes that
there are two distinct and independent processes involved in the corrective behav-
ior of apology: the ritualistic, where the offender states his relationship to the rules,
which he has broken and which the offended party should have been protected by,
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illustrating that he has changed his attitude to the rule he violated, and the restitu-
tive, where the offended party receives some sort of compensation for the offence,
and implicitly for not being protected by the rules in place (Goffman, 1971). De-
pending on the offence the weight to the two processes will vary from case to case,
some will be engaged mainly in gaining compensation for loss, others will be more
concerned with the principal of the offence. In healthcare this distinction in two
parallel processes becomes important as we shall discuss later.
Goffman’s approach is sociological in so far that he interprets apology as a
social act that is adhered to as a response to breaking a social rule. However, social
rules may as well be interpreted as social norms, where the apologizer wants “to
show that whatever happened before, he now has a right relationship – a pious
attitude – to the rule in question, and this is a matter of indicating a relationship,
not compensating a loss” (Goffman, 1971). It is important to note that with an
apology one is not compensating a loss – often this is not even possible - but
acknowledging the fact of having caused a loss.
In order for the apology to work it is necessary for the offender to receive a
response indicating that the apology has been clearly received and whether it has
been accepted. According to Austin’s famous analysis, an apology is a paradig-
matic performative utterance, which stands in contrast to constative utterances that
can be judged true or false. When “I apologize” I do not merely state something,
I do something (Austin, 1962). In this sense there is a dynamic in the discourse of
apology, and as another sociologist, Tavuchis, underscores, “if sorrow and regret
are at the heart of apology, they must be expressed. It is simply not enough to feel
sorry but to say so in order to convert a private condition into public communion”
(Tavuchis 1991). An apology is an interchange between persons and, according to
Tavuchis, it is a “relational concept” and a “social discourse”, where the “bedrock
structure of apology is binary, a product of a relationship between the Offender
and the Offended” (Tavuchis, 1991). This relational condition is significant in re-
lation to cases of litigation, since lawyers and mediators often tend to forget this
dyadic relation and therefore loose the opportunity for the offender and offended
to make apology a healing process10 as Taft notes (Taft, 2000, 2004). In healthcare
and especially in litigious societies patients and staff do not take or are not always
given the opportunity for restoring balance or healing.
10 Interestingly, this is much like the essence of restorative justice that involves bringing
back the “conflict” to the offender and the offended instead of having it fought out in the
courtroom between third parties. Zehr defines restorative justice in these terms: “Crime
is a violation of people and relationships. It creates obligations to make things right.
Justice involves the victim, the offender, and the community in a search for solutions
which promote repair, reconciliation, and reassurance” (Zehr, 2005). See also (Braith-
waite, 2002).
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3 The different functions of apology in healthcare
As mentioned above, an apology might serve several functions in the healthcare
context where a medical error has led to patient injury or discomfort. First of all,
it can satisfy patients’ wish for acknowledgement; second, it may contribute to a
healing process for both patients and staff by restoring the balance; and finally, it
may be used as a strategy to persuade patients not to engage in litigation or seek
compensation.
In healthcare an apology’s main function is to acknowledge the harm done to
the patients and to indicate that the offender will take responsibility for further
action. Apologizing after harm can potentially restore or re-establish a trusting re-
lationship between the doctor and patient (Finkelstein et al., 1997). Refusing or
neglecting to apologize for harm, when appropriate, may thus have the opposite
effect – namely creating patient distrust towards the doctor and the system in gen-
eral (Gallagher et al., 2003; Vincent, 2003). Apologizing to patients after harm is a
way of acknowledging the patient as a person by expressing regret for the suffering
inadvertently inflicted upon them.11 According to the philosopher Kort, an apol-
ogy “is a gesture of respect, assuring and recognizing that the victim shouldn’t be
treated as they were” (Kort, 2002). Apologizing is an opportunity to treat patients
with respect (Finkelstein et al., 1997) and make sure that they will not feel “deval-
ued, humiliated and disrespected” (Leape, 2005) which is what patients feel when
harm is not acknowledged (Vincent, 2003). Although it is possible to acknowledge
harm to patients without actually apologizing, there is in the speech act of apol-
ogy something distinct from mere acknowledgement or expressions of regret, and
in cases where responsibility for harm is explicit, apology may be the only right
action to restore balance and trust (Robbennolt, 2003).
Robbennolt (2003) found, when she compared partial apology (expression of
sympathy) with full apology (admitting responsibility) with their effects on settle-
ment, that the full apology had a positive impact on settlement, while the partial
apology could have a detrimental effect, especially in cases where responsibility
for harm was clear. Equally, in cases were strong evidence of culpability or severe
injury was followed by a partial apology ’no apology’ would be better than a ’par-
tial apology’ in terms of settlement, and significantly the offender was perceived as
being unlikely to be careful in the future. In most cases offering a ’partial apology’
was no different from ’no apology’, except when responsibility was ambiguous or
injury was minor, then there was slight evidence that a partial apology could pos-
itively impact perceptions. In general participants expressed more sympathy and
less anger towards offenders who offered full apology compared to partial or no
11 Govier and Verwoerd (2002) discuss at length the effects of apology in restoring the
moral worth of offended parties.
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apology, as they indicated more willingness to forgive and expected less damage
done to the relationship following.
According to Govier and Verwoerd, writing within the framework of social
philosophy, “[t]he purpose of apology is to make amends, and in this regard there
is a difference in moral and (material) practical amends” (Govier and Verwoerd,
2002).12 Basically Goffman makes the same point, namely that the function of
apologies is to restore a balance – the fact that the patient is harmed is somehow
made good by the fact that the offender or another responsible part is taking re-
sponsibility and perhaps even trying to make further amends. We shall return to
this distinction between moral and practical amends and discuss how they differ
and the effect hereof on the apology process.
As part of the apology the patient can be assured that the harm was neither
intentional nor personal, and that he or she will be taken care of at least medically.
The effect of such assurance is the beginning of the psychological healing. In the
frame of public affairs Joyce states that: “Reconciliation is the function of the
apology” (Joyce, 1999). Although this might be true within the realms of political
affairs, reconciliation is not the primary purpose of apology in healthcare, since
harm is rarely caused intentionally. Often there is merely an accidental relationship
between the offender and the offended, and consequently, the doctor and patient
might never meet or have any kind of relationship after the event. However one
may argue that the individual approach to harm and apology may have a general
effect on the future relationships between the healthcare provider and the patients.
Taft, an ethicist and lawyer and mediator of ethical opportunities in the wake
of error, argues that: “Apology is an important ingredient in the healing of a moral
injury” (Taft, 2000). The healing process of apology is not only reserved the pa-
tient; potentially the act of apologizing can have as much of a healing effect on
the person who apologizes, the second victim. In fact it may be a necessary action
for the offender – for someone seeking forgiveness – to find peace at mind and
healing. Taft argues that apology is a moral obligation and, inspired by Kort, he
claims that “[t]he authentic apology has moral meaning for both the offender and
the offended as a vehicle for restoring moral balance” (Kort, 2002).
Finally, an apology might serve the purpose of minimizing litigation and eco-
nomic compensation, since most studies show that patients’ incentive to sue doc-
tors and hospitals decreases with disclosure and apology (see for instance Gal-
lagher et al., 2003; Hickson et al., 1992; Vincent et al., 1994; Witman et al., 1996).
12 Govier and Verwoerd (2002), who are inspired by Golding (1984), use the term “practical
amends” instead of “material amends” to indicate that amends can be other than material.
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3.1 Utilitarian versus deontological approaches to apology
Within moral philosophy, we find in both of the two major positions, the utili-
tarian and the deontological, arguments that support or justify apology, but they
will give quite different types of moral reasons. The utilitarian perspective holds
that one has an obligation to perform the act that generates the best overall con-
sequences, whereas the deontological theory holds that one ought to perform the
act that realizes one’s obligations according to given values, in principle regardless
of the consequences. An obligation to apologize may therefore be argued on quite
different grounds.13
From a classical utilitarian point of view we should apologize if the overall
good that stems from doing so is greater than not doing so. The question is whether
this general approach can be justified even if the conditions for making an apology
are not met satisfactorily. Let us say, e.g., that I am a doctor who has harmed a
patient inadvertently. I do not feel entirely at fault, but things definitely did not go
as expected. I know that there is a possibility that the patient will file for litigation,
that this may become an economic burden for my organization if they have to pay
compensation, and that it will become so for myself as well when my insurance
premium will go up, not to mention the uncomfortable likelihood that people may
question whether I am up to par if this case goes to court. Let us further assume that
I have heard that patients generally prefer to be apologized to after harm and that
apologizing reduces the risk of patient litigation. I reflect upon this; of course I feel
sorry for the patient, although I do not regret my own actions, since I did nothing
wrong. I realize that others might not see it this way. After careful consideration I
decide to apologize, hoping that this will lay the case to rest. Of course, I do not
involve the patient in my reflections.
If I apologize to the patient under these conditions, will the patient accept my
apology? If the patient perceives it as sincere and finds consolation in my state-
ment and therefore refrains from litigation, then the best consequences in utilitarian
terms have ensued. Cunningham (1999), who writes on the politics of apology, ar-
gues that “[t]he apology in itself may have value if sincerely offered and accepted
as such by its recipient”. Cunningham further argues that the relation between
apology and responsibility need not be established, that accepting responsibility
is not required, since the apology, if sincere, has a symbolic quality and a utility.
If the suffering is recognized and acknowledged by others “this in it self may act
as a form of restitution or reparation”, and this, he claims, is the symbolic qual-
ity (Cunningham, 1999). He further argues that apology has a practical element,
viz. the utility associated with promoting “better contemporary interstate or inter-
communal relations” (Cunningham, 1999). In this perspective the main interest is
13 Wu et al. (1997) make a relevant and useful analysis in relation to the deontological and
utilitarian approaches to disclosure, but not directly in relation to apology.
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the immediate consequences of the apology and, specifically, the stabilizing effect
on the political situation. However, there are several examples where political in-
terests go beyond the interest of the offended parties, and in such circumstances
one may question who the appropriate stakeholders are who are entitled to define
what should count as acceptable.
One of the examples given by Cunningham illustrates this: in 1998, British
World War II prisoners demanded an apology from the Japanese Emperor. They
did not receive this, but they received somewhat vague expressions of regret about
past actions. The veterans’ representatives thought that the British government,
driven by a wish to move on in order to strengthen commercial links with Japan,
too willingly accepted – as they saw it – a vague apology, which the veterans did
not accept as convincing. In this case, I think that the main reason why the apology
could not be accepted by the veterans stems from the fact that it was put forward
only for instrumental reasons. And not only this: There was no attempt to hide that
this was so. There was no overt sign of sincerity, since the offender (the Japanese
government) obviously does not acknowledge their part in the harm. As pointed
out by e.g., Lazare, this is often a reason why such apologies do not work. In
healthcare the question is if an apology can be regarded as sincere if it is perceived
as nothing more than an expedient act to keep litigation costs down. Basically
Cunningham (1999) argues that if we can accept apology’s symbolic meaning or
utility then there is no need to establish a link to responsibility. Any deontologist
would disagree on this.
Joyce continues Cunningham’s line of argument when he concludes his article
on “apologizing” with the following summary:
The function of apology is to reconcile discordant parties – in other words,
although the content of an apology is oriented toward the past, the whole
purpose of the act lies in the future consequences. And there can be no
overestimating the importance of the gains that may be secured: the con-
tentedness of a family, the well-being of a community, the political stabil-
ity of a nation. I see no reason to doubt that sometimes such welcome ends
may be served by an utterance that might be taken to be an apology, but
which, upon careful consideration, falls short of being one. (Joyce, 1999)
In this understanding of apology, Joyce eloquently and unambiguously argues for
the view that an apology can be a means to an end.
Returning to the case we described above, let us consider the possibility that
the patient finds my apology insincere and somehow develops a feeling that I am
trying to cover up. If so, much may be lost. This possibility is serious to the util-
itarian position, and evidently Joyce too ignores it. Among the potential negative
consequences of an insincere apology is the loss of trust between groups. If we
can apologize insincerely or falsely, have we not compromised trust, the central
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value for inter-personal relations? In healthcare the doctor-patient relation is ex-
tremely important and is founded on mutual trust. If this trust is lost in the process
of apologizing falsely it may have long-term negative consequences for the patient,
the doctor, and the hospital. If so, the utilitarian argument will defeat itself, since
the consequences are no longer better. If however the patient’s desire for apology
and acknowledgement is greater than the desire for sincerity, then the utilitarian
stance would require us to apologize. Hence, we will need to distinguish between
classical utilitarianism, also known as act-utilitarianism and rule-utilitarianism, to
clear the arguments. Rule-utilitarianism shifts from the justification of acts to the
justification of rules, claiming that we need to look at “what general rules of con-
duct tend to promote the greatest happiness?” (Rachels, 1993). According to rule-
utilitarianism we would not be able to justify lying or deceiving, since these are
not general rules that will better society, and accordingly, they, like the deontol-
ogists, would not accept insincerity. Nevertheless Joyce’s arguments are those of
the act-utilitarian.
But perhaps public life and in particular the political scene – to which Joyce’s
arguments are addressed – do not require trust to have the same fundamental value
as for instance in a doctor-patient relation; perhaps we accept and even expect in-
sincere actions and less than honest strategies in politics. To the extent that there
is a difference, I would argue that this is a case where it is necessary to distin-
guish between “full” apology and a “partial” apology. So in this type of cases,
the latter – a mere expression of sympathy – but not the former might well be
appropriate. By expressing sympathy, but not acceptance of responsibility, when
appropriate, the apologizer is spared from having to “fake” an apology. Taft, who
discusses the commodification of apology, is by principle against the utilitarian
approach to apology, and he argues that “[i]f the defendant is not contrite and does
not feel that he has committed a wrong, a staged apology would be a moral wrong”
(Taft, 2000). According to Taft it is our moral obligation to apologize under cer-
tain conditions – which we shall discuss in greater detail below – and he notes that
“[a]uthentic apologetic discourse occurs in an environment where the participants
respect apologetic discourse as a moral activity and resist subverting the discourse
for strategic and instrumental purposes” (Taft, 2000). Taft believes that the apology
in its essence can not and should not be without risk for the apologizer, since one
is apologizing for an offence for which one is responsible. Responsibility should
not be risk free. Thus, Taft argues that the moral content of apology is diminished,
if the legal consequences of apologizing are avoided, either through a partial apol-
ogy or because the apology is legally protected from admissibility. He observes
that “[i]nstead of being perceived as a moral ritual, apology becomes a material
entity, an “object of exchange”” (Taft, 2000).
In principle, however, the utilitarian position on apology works hand in hand
with the otherwise commendable and prudent proactive strategies of the systems
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approach, viz., strategies that are more concerned with the prevention of future
similar adverse events than about who exactly was at fault in the current event
(see for instance Jensen and Madsen, 2001; Rosner et al., 2000). From this per-
spective Liang (2002) proposes that the appropriate way of expressing empathy
in a systems contexts is by having a representatives of the system saying, “we
are sorry. . . ” since this reflects the system accountability. Although this makes
sense from a systems approach, other studies show that saying “we” rather than
“I” makes an apology very impersonal (Lazare, 2004; Woods, 2004) and even in
some cases makes the patients feel that no one is taking responsibility (Kilpatrick,
2003; Woods, 2004). There are cases where patients still seek ’personal account-
ability’ and do not find the systems apology satisfying. Following the death of an
11-year old child, which could have been avoided, the hospital made a full dis-
closure, provided an excuse to the parents and took full responsibility and, finally,
issued changes to prevent future similar occurrences. But the parents were not sat-
isfied with the systems apology, saying that, “there’s really no gratification in it”.
They therefore pursued a lawsuit calling for personal responsibility, as they found
“personal accountability and responsibility is nowhere in the system” (Kilpatrick,
2003). This case is interesting because the “full apology” that was offered did not
satisfy the parents, because it did not respect the “bedrock structure of apology”
that Tavuchis (1991) underscores as being the relationship between the offender
and the offended. This case touches upon one of the great challenges in healthcare,
namely the fact that the systems approach deliberately seeks to avoid laying re-
sponsibility on individuals. An approach that as mentioned is normally perceived
as enlightened and as being a move forward in terms of patient safety work (Bren-
nan et al., 1991; Leape, 1994; Madsen et al., 2006). However, in the eyes of some
patients it is perceived as nothing more than disregarding accountability.
The leader of the British based Action Against Medical Accidents (AvMA,
2006), Peter Walsh, argues that an apology might be a beginning but it is not
the total solution, and he finds it necessary for healthcare professionals to stand
up to accountability. He argues that is not enough to talk about system failures,
since high standards are often linked to feelings of responsibility.14 In sum, he and
14 Walsh also points out that the fear of malpractice – the most often cited reason for not
disclosing – is overestimated, and he claims that the barriers for reporting lies within the
culture (Walsh, 2004). The numbers offered on AvMa’s website support this claim: While
the Department of Health itself estimates that there are approximately 850,000 medical
accidents in English hospitals alone each year, half of which should have been avoided
(Department of Health, 2000), the NHS Litigation Authority recorded only 5,609 claims
in 2004-2005 (AvMA, 2006). In a Danish questionnaire survey the strongest reasons for
doctors not to report was the fear that the press would start writing about it and the per-
ception that their department had no tradition for reporting (Madsen et al., forthcoming).
AvMa is an independent charity established in 1982.
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AvMA argue that patient safety and justice can and should work together (Walsh,
2004). This view is contrary to the “I’m sorry” laws adopted by several US states
that allow doctors to express regret without being penalized by legal liability in
medical malpractice suits. Opponents of the “I’m sorry” laws claim that they are
ways of saying “sorry without regret” (Taft, 2000). Tavuchis states that “apology
cannot come about and do its work under conditions where the primary function is
defensive or purely instrumental and where legalities take precedence over moral
imperatives” (Tavuchis, 1991). The US movement “Sorry works” is a coalition of
doctors, insurers, patients, lawyers, hospital administrators and researchers who
have joined together to provide a “middle ground” solution to the medical mal-
practice case (Sorry works, 2006). They point out that saying sorry will work in
everybody’s favor – not only will it benefit patients (who receive compassion and
acknowledgement) and doctors and nurses (who may unburden themselves); but
a no less strong incentive is the awareness that patients that have been disclosed
facts and “apologized” to are less likely to sue. Clearly these different approaches
are well meant attempts to provide the patients with what they desire. However,
the downside is the commodification of apology (Taft, 2000). An example of this
is provided on the Institute for Healthcare Improvement’s SaferHealthCare web
site (IHI, 2006) where a woman offers this criticism: “My sister has recently ex-
perienced the medical director, head of midwifery and a consultant obstetrician
all saying they were sorry for something that went very seriously wrong in the
management of the delivery of her son. I was present on all these occasions and
in every one, we felt as if they were saying it because they knew it was the ’right
thing to do’ but either did not mean it or did not understand what it meant. I say this
because the staff who dealt with her clearly lacked training in communications in
this difficult situation, and because in every way – before and after the apologies –
they have demonstrated an extraordinary lack of imagination and sensitivity in the
way they handle the communications with her and her husband.” It seems that an
apparent obstacle for offended persons in accepting an apology is when they feel
that they become a means for the offender’s self-serving goals rather than being
the actual “beneficiaries” of the apology.
I suggest that the utilitarian arguments are worth considering and that these
in themselves can provide a defense for apology in healthcare. However, I do not
think that apology is always the right act; it is certainly not the right act just be-
cause the immediate consequences seem optimal. Therefore, using apology as a
utility may not only have a negative effect in healthcare in terms of destroying the
trusting relationship between patient and caregiver, it tends to distort the essen-
tial meaning of apology. In this regard I suggest that the rule-utilitarian has more
to offer in the context of healthcare. Honesty and trust are fundamental values in
medical ethics that should not be jeopardized, and we must choose the right and
appropriate actions accordingly.
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In the following, therefore, I shall attempt to elucidate the conditions for apol-
ogy, describing when it is appropriate to apologize and when just to express regret.
I am going to suggest that the necessary conditions for apology put forth by the
deontologist can provide a basis for a discussion about the conditions for apolo-
gizing effectively after medical harm; conditions that at least the act-utilitarian is
not able to use as a foundation.
4 The possible conditions for apologizing in healthcare
The philosopher Gill (2000), basing her analysis on Kort (2002) and Goffman
(1971), proposes five necessary conditions for apologizing:
1. an acknowledgement that the incident in question did in fact occur
2. an acknowledgement that the incident was inappropriate in some way
3. an acknowledgement of responsibility for the act
4. the expression of an attitude of regret and a feeling of remorse
5. the expression of an intention to refrain from similar acts in the future
Besides these necessary conditions I am going to argue that we should add yet
two pragmatic conditions for apologizing effectively in healthcare:
6. an explanation of what happened
7. practical amends
Another set of conditions is provided by Tavuchis (1991) who argues that the
basic formula of apology involves 1) acknowledging the violated rule, 2) admitting
fault by violating the rule, 3) expressing genuine remorse and regret for the harm
caused by the violation. Tavuchis claims that the mere expression of “I’m sorry”
includes implicit offers of reparations and promises to reform, and he therefore
does not include these aspects explicitly, maintaining that it will only complicate
the essential message. I propose that this non-inclusion may cause problems in
the aftermath of apology, and therefore see no reason for not including explicitly
what he and many others believe to be the implications of an apology. Only by
making these matters explicit is there a possibility that they will in fact be met by
offenders.
In the following I will discuss the possible conditions for apology in health-
care. Whether it becomes necessary to explicate all the conditions in apologizing
depends upon the offense, the more serious the more elaborate the apology must
be, where as a minor offence may only need an undemanding “sorry” (Gill, 2000).
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4.1 Recognition
For any apology to begin, “at least one of the parties involved must believe that the
incident actually occurred” (Gill, 2000). This first step of recognizing that there
has been an incident is crucial in healthcare, since many patients’ experience that
the hospital and staff often do not even acknowledge that an incident has occurred
(Gibson and Singh, 2003). Empirical research illustrate that the mere acknowl-
edgement of pain, suffering and perhaps even wrongdoing plays a significant role
for victims. Govier and Verwoerd advance as their central thesis “that it is through
acknowledgement that the importance of apology to victims, and their power as a
step toward reconciliation, can be explained” (Govier and Verwoerd, 2002).
During a presentation the author gave on “necessary conditions for a moral
apology” at the Hastings Center15 (Madsen, 2005) one of the attendees expressed
amusement when this condition on acknowledgement was introduced. She was a
woman in her thirties and had been paralyzed from her waist down during delivery
of her second child due to medical error. She explained after the presentation that
neither this condition nor any of the other conditions, outlined above, were ever
recognized or acted upon by the hospital at which she was harmed, a story we
shall return to (Anonymous patient, 2005). Obviously it is not always sufficient
that only one party believes that the incident occurred, although it is necessary,
since it would not make sense to apologize for an incident that no one believe has
occurred.
”The most essential part of an effective apology is acknowledging the offence.
Clearly without such a foundation the apology process cannot begin” (Lazare,
2004). Acknowledging harm is one of the key elements allowing patients to find
closure (Berlinger, 2003b, 2005; Gallagher et al., 2003; Gibson and Singh, 2003;
Witman et al., 1996), even if the acknowledgement is not followed by a full apol-
ogy. In this context “to acknowledge” means to recognize something to be a fact,
to admit the existence, reality or truth of the issue. The issue, of course, is mainly
related to the consequences following medical harm, but acknowledgment could
also be relevant in regards to perceived lack of care, treatment or respect. The im-
portance of acknowledging the incident and the negative effects for the patients
is critical. By admitting that an incident has happened one is acknowledging that
the patient is not delusional: T,he harm is a fact and should not have occurred. In
some instances patients have felt they were being ignored and the harm not taken
seriously (Gibson and Singh, 2003).
The acknowledgement becomes a key act and staff should in principle ac-
knowledge the harm done to the patients even if they are not or do not think they
are directly at fault. An acknowledgement in it self is not an admission of fault,
nor is it an apology; it is however a condition for an effective apology, and is really
15 The Hastings Center for Bioethics, Garrison, New York.
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just a simple act of showing respect and sympathy for the patient. Of course, the
consequences of the harm to the patient can be just as critical whether the harm is
induced by the fault of an individual or the system, or induced by the underlying
disease of the patient (i.e., a complication). The literature deals mostly with actions
following medical mistakes (Finkelstein et al., 1997; Wu et al., 1997), but I sug-
gest it is just as important to consider “appropriate reactions” following any kind of
harm afflicted on the patient. Why should harm caused by known and distressful
complications not be followed by appropriate actions such as acknowledgement
and sympathy? There is no ethical argument for not acknowledging harm per se,
be it because of negligence, error or mere complications in relations to procedures.
Apologizing in all of these cases however might not be appropriate or justifiable.
4.2 Acknowledging the inappropriate act
“At least one of the parties involved believes that the act was inappropriate. If
the person offering the apology does not believe the act inappropriate, she must
be willing to accept the legitimacy of the addressee having taken offence” (Gill,
2000).
What is an inappropriate act? Is patient harm an inappropriate act - in all in-
stances? Is it a moral offence to harm patients? In principle the reason for treating
patients is to heal them and not to bring harm to them, however in healthcare there
will always be known complications attached to certain procedures, and therefore
calculated risks of harm to patients. In this sense, harm can not in it self be regarded
as an inappropriate act, although certain types of actions leading to harm may be
regarded as inappropriate. First of all, to act negligently would be inappropriate,
since one is not acting according to standards of care. Second, to harm patients
when it could have been prevented would also be inappropriate, even if the person,
who causes the harm, is not aware of the existence of the preventive measures. In
such a case the hospital is responsible for putting measures in place that may de-
tect flaws in the system and obliged to introduce standards and procedures that will
prevent adverse events. An example of such a measure could be an incident report-
ing system for learning and prevention. Third, harm that is caused by excessive
workload or other performance shaping factors known to affect safety negatively
is also inappropriate, and again the responsibility may lay with management. We
may make a distinction between the inappropriate acts and the inappropriate con-
sequences. Technically it does not necessarily change the fact that an apology may
be justified, but it might resolve who should apologize.
4.3 Responsibility
“Someone is responsible for the offensive act. Either the party offering the apology
takes responsibility for the act or there is some relationship between the respon-
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sible actor and the apologizer such that her taking responsibility for offering the
apology is justifiable’ (Gill, 2000).
When patients are harmed no matter the reason someone is responsible for
these consequences. Taking responsibility for an act does not necessarily mean
that one has acted in a blameworthy way. One may be causally responsible or
even several may be causally responsible for the harm without being culpable. The
responsibility for patients and harm done to patients in the healthcare organization
must not be reduced to individuals and individuals’ acts. Even though the doctor
is bound by the Hippocratic Oath, primum non nocere, (“above all, do no harm”),
health professionals are not alone in being responsible for giving the patient full
care. We need to define responsibility in wider terms.
The reason for medical harm in healthcare is typically multi-causal and a re-
sult of both failures in latent conditions and active failures in the sharp end in
other words “organizational accidents” (Reason, 1997). A healthcare organization
is a complex system, which has been defined as a high reliability organization al-
though one may argue that formally it is not (Roberts et al., 2005). Originally high
reliability organizations (low-risk-high-hazard-domains) were defined as organi-
zations which have a high level of safety and few accidents because the system is
tightly coupled and redundant and the organization devotes a lot of resources to
safety measures (Maurino et al., 1995; Reason, 1997; Rijpma, 1997). When acci-
dents occur, which seldom happens, they usually have catastrophic consequences
on persons and environment. High-reliability organizations include aviation, nu-
clear power plants, and off-shore oil platforms. Generally and traditionally health-
care is not a tightly coupled and redundant system with a main focus on safety, nor
do incidents and harm happen rarely and to an undefined number of people, rather
people are harmed every day because of failures in the system.16 High-reliability
theory and system theory is therefore successfully adapted to the medical field in
order to enhance safety although there is still a long way.
Within a complex “high-reliable” system all members of the organization
needs to be able to rely on each of their colleagues for taking full responsibil-
ity for their tasks and function. Everybody working in the healthcare organization
has individual responsibility and shared responsibility while management also has
objective responsibility. The hospital management is “objectively responsible” for
the consequences of the performance of their staff. French (1979, 1981), arguing
16 An important indication of patient safety is the rate of adverse events among hospital
patients. Adverse events are unintended injuries or complications caused by medical
care. Some of these lead to disability or death, others to prolonged hospital stay. Adverse
events include avoidable events (mistakes) and unavoidable events (e.g., unforeseeable
allergic reaction to antibiotics). For instance, a Danish study and a Canadian showed that
9.0% and 7.5%, respectively, of admissions involved adverse events, of which 40% in
both studies were deemed to be avoidable (Baker et al., 2004; Schioler et al., 2001).
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that organisations can be treated as moral persons, makes a distinction between
the primary principle of accountability (PPA), in which the person who is directly
responsible for wrongdoing can be held accountable, and the extended principle
of accountability (EPA), in which any other staff member or management may be
held accountable for colleagues’ or sub-ordinates’ wrongful act if he/they know or
could have known that the consequences would be negative. It is well known in
systems thinking that any negatively impacting performance shaping factors has a
direct effect on performance. To have well-functioning performance shaping fac-
tors it is necessary to have “a system of rewards for reporting and discovering
error” (Fassert, 2000). By refraining from implementing such systems of organi-
zational learning, management will become indirectly responsible for harms that
could have been prevented had such systems been in place.
In a systems context there is still a responsibility for honest mistakes or “slips
and lapses” whenever such unintentional acts have negative consequences. Med-
ical harm is not in itself a moral offence and may not in principle be caused by
moral wrongs; however, morality is at issue in taking or not taking responsibility
for the consequences. If a doctor, say, has acted according to current standards of
care, then there might not be anything wrongful in the acts committed although
they turned out to harm a patient. However if the consequences of the doctor’s
“right” acts lead to “wrongs” or harm, then he or she is still obliged to take re-
sponsibility for the outcome. Just because we do not intentionally seek to harm
somebody does not mean that we cannot or should not take responsibility for the
consequences of our actions. If for example I as a driver were to injure someone in
a car accident, I would still be compelled to apologize, perhaps not for my moral
wrongdoing but for the consequences of my act. Not every instance of medical
harm will call for an apology, not even every instance of avoidable medical harm;
but every instance calls for an acknowledgement of the harm.
Being causally responsible for an act is, in short, being responsible; and, in the
end, the hospital is responsible for the acts of medical care that harms its patients.
In this sense it may therefore also be justified that another than the offender apol-
ogizes, in particular if the cause of the mishap cannot be singled out. There are
many different views on who should be responsible for apologizing in healthcare.
Some believe it should be the person directly involved in the incident, others are
convinced it is better if it is the responsibly doctor, and again others think it best to
take the “issue” out of the direct context and instead make either the risk manager
or the hospital management take the overall responsibility and make the apology
(Kraman and Hamm, 1999). There are good arguments for each position, although
I propose that if the person directly involved has the possibility to apologize he or
she should do so in order to maintain some level of personal relation; if not, then
it should be his or her immediate superior. In terms of the healing process for the
parties involved it is essential to keep the conflict and its resolution in the arena
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in which it has taken place. In any case, it is the responsibility of the hospital that
the incident is analyzed and a discussion takes place about what actions to take,
who should talk to the patient and what should be said. Giving an apology is about
taking responsibility for one’s acts, and in principle it has nothing to do with legal
culpability. Unfortunately, this is not so easy to distinguish in practice, and it is
particularly difficult to keep apart if the overall framework is litigious (as in the
US), where liability plays a significant role.
4.4 Regret and remorse
According to Gill “the apologizer must have an attitude of regret with respect to
the offensive behavior and a feeling of remorse in response to the suffering of
the victim [. . . ] Expressing apologies in the absence of any genuine remorse is
deceptive, and so is morally suspect” (Gill, 2000). This condition is not without
its problems; for instance, how can we know if someone feels remorse or feels
distress? Must one “feel” regret in order to express regret?
Pettigrove and Joyce will agree that there is a difference between expressing
regret and actually feeling regret, but they will argue that in practice expressing re-
gret still constitutes an apology, excluding the need for “feeling” regret. Of course
people can and do express remorse without feeling remorse, just as they sometimes
express regret without feeling regret. But what exactly does it imply to express re-
gret?17 The most common way of expressing regret is to say: “I’m sorry”, but
saying so may mean different things, as Berlinger points out: “To say ‘I’m sorry
your father died’ is not at all the same thing as saying, ‘I’m sorry I killed your fa-
ther”’ (Berlinger, 2005), and it is quite clear why not. In the first case, “I’m sorry”
is a simple expression of sympathy in a situation in which the speaker has no di-
rect responsibility, whereas the second is an expression of regret in a situation for
which the speaker has direct responsibility. In the second case, however, it is not
clear whether or not the killing was done with or without intent, which would seem
to make a difference; and if it was done with intent, was it perhaps justifiable self-
defense or was it manslaughter or murder. Depending on the situation, we might
expect more from the offender, perhaps an expression of contrition and indications
of sincere remorse for wrongdoing. So, if the speaker did the killing and should not
have done so, an apology is due and restitution may be appropriate (Cunningham,
1999), whereas in the first example – the sympathetic response – this would not
make sense.
First of all, these examples illustrate that the expression of regret – although
semantically the same – may in fact have different implications: I can say that
17 Regret means “Feel or express sorrow, repentance, or disappointment over” (COED,
2004) and “1. To feel sorry, disappointed, or distressed about; 2. To remember with a
feeling of loss or sorrow; mourn” (AHD, 2004).
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I’m sorry without being at fault, and I can do so and be at fault. This ambigu-
ity explains some of the reasons why staff may be hesitant to say sorry, and why
patients tend to believe fault is implied, when the words “sorry” are expressed.
Because, as Goffman notes “this expression itself [sorry] may be relatively little
open to gradation” (Goffman, 1971). Secondly, an apology must entail – or is in
itself – an expression of regret, whereas an expression of regret does not necessar-
ily constitute an apology. This distinction is not always made clear and too often
expressions of sympathy are defined and offered as apologies, when they are not
meant in this sense (see for instance Berlinger, 2005; Taft, 2004).
Gill argues that the feeling of empathy, distress or guilt is essential to apolo-
gizing and that for my apology to be convincing I must somehow wish that I had
not done the act – I must have “an attitude of regret” (Gill, 2000). Gill sets this
as a principal requirement on apology, but does not discuss the critical problem in
securing this condition on the same premises as Joyce and Pettigrove. One may
claim that in order to know whether the fulfilment conditions of ‘feeling regret’
are satisfied we need to know the apologizer’s state of mind and intentions; and
we might therefore slowly be moving into the realms of philosophy of language,
of mind, and speech act theory. However, Gill stays within the field of normative
ethics, contending that feeling regret entails (merely) that one will strive to refrain
from similar acts in the future, observing that, “believing that an certain act is
wrong, experiencing regret and remorse for having done it, is inconsistent with a
carefree repetition of a similar act” (Gill, 2000). In other words, if the apologizer
repeats his offence after having apologized we have little grounds for believing
that he regretted his behaviour. In this way we are able to test the truth-value of the
apology by using “post-apology behaviour as a test of sincerity” (Gill, 2000). Ob-
viously this still contains some problems in the sense that we may not always have
the possibility to check offenders’ post-apology behaviour. Furthermore I may in
principle refrain from future acts not because I have felt regret, but because I have
strategic reasons, say fear of punishment or humiliation, for doing so.
The problem with the condition of “feeling” regret shows its inconsistency in
relation to institution or group apologies. There is an essential difference between
person-to-person apologies and institution or group apologies, which Tavuchis
(1991) discusses in great detail. In the cases where apologies performed by a rep-
resentative on behalf of a group, e.g., a representative of the hospital apologizes
for harm done, the representative cannot be expected to “feel” regret (Gill, 2000;
Lazare, 2004). The expression of regret may be taken as sincere based on “what the
group feels and what the group intends” (Joyce, 1999), for instance, if the inten-
tion to learn from the event is clearly communicated and shown. But we cannot and
should not require an actual feeling of regret when an institutional representative
apologizes on behalf of the staff.
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Theorists on apology tend to divide up into two groups, those who maintain
the attitudinal states and those who do not. Gill tends to connect the feeling of
regret with sincerity, whereas Joyce, as mentioned earlier, argues that ”sincerity is
not a necessary component of apology, though it is certainly usually a desirable
feature, for both individual and group apologies” (Joyce, 1999). He argues that the
“inner life” is “neither necessary nor sufficient for us to consider the apology to
be a sincere one”, especially in the context of institutional apologies. If a doctor
harms a patient due to inadequate procedures and if the hospital makes no effort
to change procedures after the incident, then the doctor’s apology and feelings of
distress and regret might be sincere on a personal level, but on an institutional level
the apology fails according to Gills conditions. In this case Joyce would maintain
that the state of mind of the doctor is irrelevant, since the institution continues to
practice unsafe behavior, and the apology therefore must be taken as insincere. In
healthcare, however, I do believe that it will make a difference to the injured patient
that the doctor is personally regretful and that he himself will try not to cause harm
again, even if the apology fails to be a full-fledged apology on an institutional level.
4.5 Refrain from similar acts
“The person to whom the apology is offered is justified in believing that the of-
fender will try to refrain from similar offences in the future” (Gill, 2000). We have
already discussed this condition at length in relation to the other conditions, where
we concluded that it would be inconsistent to experience regret and remorse for
an action that one would choose to repeat, and similarly, “if a person carelessly
continues to offend in the same way, apparently not even trying to stop, we have
reason to believe the apology was not sincere” (Gill, 2000). Refraining from fu-
ture offences is an integral part of the apology process and for patients one of the
most important features following harm. In a Danish survey about patient wishes
following medical harm 89% found it extremely/very important that learning takes
place in order that future patients may be spared (Andersen et al., 2004).
If staff or representatives of the hospital management apologize to patients
without having the intention of changing harmful procedures, it can hardly be taken
to be an apology. In a systems context to refrain from similar offences would not
only apply on an individual level but on a group, unit and managerial level, and it
would require that necessary precautions are taken to prevent future occurrences.
This means that hospitals must be willing to learn from experience to maintain and
improve safety. Only through such activities can patients take an apology seriously,
and it is, as empirical evidence shows, of outmost importance to patients and a
sign of respect (Finkelstein et al., 1997). “The learning opportunity presented by
a mistake [. . . ] is an integral to the ethics of being a responsible professional who
upholds the physician-patient relationship even when it is not at all comfortable to
Understanding the nature of apology in the context of healthcare 25
do so” (Berlinger, 2005). To ensure that the sincerity of an apology is conveyed,
an expression of an intention to refrain from similar acts in the future is or may be
indispensable.
4.6 An explanation
In all cases of medical harm an explanation of what and why it happened is the least
one can grant the patients. The offended has a right to know what has happened.
Patients often cannot find peace at mind before they know what and especially
why things have gone wrong. The explanation is, I will claim, a very important
inclusion in the apology process.
The systems approach opens up for the possibility that no one feels directly
responsible for negative outcomes (although in fact everybody has more respon-
sibility than before). There may be a tendency for doctors to justify or excuse the
incident in the old Greek sense of apologia, rather than explaining and informing
about the incident to the patients, because there are often several reasonable expla-
nations why the mistake has occurred – e.g. lack of sleep, being the only one on
call or having inadequate equipment. But to excuse or justify harm while making
an apology is what Lazare (2004) calls a “botched apology”. Others call it an insult
(Berlinger and Wu, 2005; Berlinger, 2005; Schneider, 2000) or a partial apology
(Robbennolt, 2003). When one seeks to justify the actions leading to the harm
one is denying one’s responsibility for the harm and the consequences of one’s
actions and, therefore, only performing a “partial apology”. Such an apology will
not work, it might explain the incident but it does not justify as a “full apology”.
Berlinger cites a doctor for saying that “an error that can be rationalized is still a
mistake, we must learn from them” (Berlinger, 2005). Just because we can explain
why something happened does not take away our responsibility for the act nor our
obligation to make bad outcomes good learning opportunities.
The purpose of giving an “explanation” is to give a plain and simple descrip-
tion of what went wrong and how and why it did so. In a Danish survey of pa-
tients’ wishes following medical harm 90% of patients found it extremely/very
important to get information about the consequences in terms of health (Andersen
et al., 2004). In America COPIC quoted a physician who testified in support of the
Colorado law: “Injured patients expect and deserve an explanation. They want to
know what went wrong, and they want to be assured that steps are being taken to
prevent similar occurrences to others. Yet [physicians’] fear of exposure to the tort
system can act as a powerful deterrent to this communication” (Berlinger, 2005).18
Most stories told by harmed patients or relatives following adverse events stress
18 Testimony of Mark A. Levin, M.D. Quoted in COPIC Topics 86 June 2003, 4. Cited in
(Berlinger, 2005).
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the fact that the missing explanation is a burden that keeps them from being able
to find closure and get on with their lives. The importance of “the explanation” is
not unique to healthcare. In South Africa’s famous Truth and Reconciliation Com-
mission (TRC) one of the main aims was for relatives to get explanations and gain
knowledge about what had happened to loved ones.
‘Disclosure’ means telling the truth about treatment and possible risks, com-
plications and changes in treatment, so an “explanation” should be a natural part of
disclosure. Following medical harm disclosure may be a vital part in the treatment
of the patient, since the patient may need to become involved in the necessary med-
ical precautions that must be taken (Finkelstein et al., 1997; He´bert et al., 1997).
4.7 Practical amends – the parallel process
Berlinger observes that “apology and compensation are intimately linked as re-
sponses to harm, despite efforts, sometimes well intentioned, sometimes calcu-
lated, to separate them” (Berlinger, 2005). The question of compensation in health-
care is controversial and, notwithstanding Berlinger’s claim, it is not clear if it is
part of the apology process. As we already mentioned, Goffman (1971) identi-
fied two distinct and independent processes involved in the corrective behaviour of
apology, the ritualistic and the restituitive, and depending on the offence the weight
of the two processes will differ. Govier and Verwoerd (2002) argue along the same
lines when they claim that the purpose of apology is to make amends: both moral
and practical amends. In criminal justice too there is a division between retribu-
tion and restoration, although, as a theologian has stated it “you cannot make a
true apology without trying to make things right” (Camp, 2005). In this regard
Joyce agrees: “Sincerity should not be assigned to the apology itself, but to the un-
dertakings and the self-portrayals that accompany the act of apologizing” (Joyce,
1999).
Philosophically, compensation can hardly be proven to be part of the necessary
conditions for apology. However, a number of authors (Goffman, 1971; Govier and
Verwoerd, 2002; Pettigrove, 2003; Taft, 2004) hold – and I agree – that compen-
sation is part of the practical amends and is closely connected with the apology
process and should be dealt with parallel. The term “practical amends” implies
that these can be other than economic as stressed by Govier and Verwoerd (2002).
Ignoring practical amends, for instance in the form of compensation in cases of
severe harm, may be considered unethical. Furthermore, I suggest that the right to
compensation in severe cases of harm – or other practical amends in cases where
economic amends do not make sense – may be justified through the principles of
justice and fairness.
Suppose I am a patient who has suffered medical harm during hospitalisation
and that I need re-surgery; suppose further that the re-surgery is not paid by a
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public or an insurance health service scheme, but that I will have to pay for it my-
self. Now, is it fair that I should pay for the treatment of someone else’s mistake?
Suppose I also will loose my pay check because of prolonged admittance to the
hospital. Is it fair that I have to pay myself for my losses when the responsibility
for the harm lies with the hospital? From a moral perspective it would seem fair
that economic compensation is given when justified.
Govier and Verwoerd argue by examples from South Africa’s Truth and Rec-
onciliation Commission (TRC) that ”an apology in which there is no willingness
to undertake any practical measures of reparation is likely to seem insincere or
hollow”, and they go on to argue that “a full-fledged moral apology should include
a commitment to practical amends“ (Govier and Verwoerd, 2002). As Pettigrove
notes “. . . the failure to offer reparation can prevent an action from being an apol-
ogy. ‘I’m sorry I stole your paycheck, but I’m not giving it back, even though I am
able’ would fall outside the parameters of apology” (Pettigrove, 2003). Pettigrove
then concludes that “a locution of this sort is not merely infelicitous, in the manner
of an insincere apology: It misfires altogether” (Pettigrove, 2003).
In cases following medical harm much attention is given to the question of
economic compensation, which is of course essential and justifiable. Still, I sug-
gest it is just as significant to think about practical amends in a broader sense. In
healthcare practical amends could take various forms from simply informing pa-
tients about the consequences of the adverse event, information about and help to
treatment, guidance and support following the event and ideally information about
possibility for compensation or complaint. For instance, one way of making prac-
tical amends would be to take the patient’s “story” and use this as a demonstration
for the need of changing the parts of the system responsible for the event, possi-
bly involving patients as partners in the process of change. The strong need for
patients to experience ‘meaningfulness in the midst of meaningless harm’ can in
fact be acquired through listening, learning and active system change; preventing
harm to future patients. In contrast, these needs may not be met through economic
relief.
In fact it is often observed that many patients do not at the outset wish or think
in economic compensation (Levinson et al., 1997; Liang, 1999; Vincent et al.,
1994), most often they just want to know what happened, why and what can be
done (Andersen et al., 2004; Freil et al., 2004; Gallagher et al., 2003; Witman et al.,
1996). When answers to these questions are not provided patients feel neglected,
morally disparaged and hence seek other possibilities in their search for answers
and redress (see for instance Berlinger, 2005; Levinson et al., 1997; Vincent et al.,
1994). In fact several studies in healthcare illustrate that many patients and rela-
tives seek legal recourse in the hope of effecting a change in future behavior of
the wrongdoer and the organization (Gallagher et al., 2003; Hickson et al., 1992;
Vincent et al., 1994; Witman et al., 1996). A hospital that omits to take medical
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harm as an opportunity to learn is indirectly allowing harm to happen to someone
else.
Practical amends can be many things and satisfy different needs. There are
examples where patients have not received an actual ‘apology’ but, through the
actions taken by staff and hospital, have interpreted the gesture made by staff and
management as such. A case from Norway illustrates this (Anonymous relative,
2005). During a birth delivery at a county hospital several unforeseen compli-
cations occur. After the delivery it turns out that the newborn has brain damage
caused by bleeding, but the consequences cannot be determined at this point. The
doctors are not sure if the baby is harmed in other ways. The hospital and staff
are very supportive and explain to the parents that they have a right to file for
compensation, which the parents never choose to do. Expressions of regret, but no
formal apology, were given although never assigned to specific actions or wrongs.
However the parents never found this to be a central issue, and in fact, when asked
the father responded that they would rather prefer the right actions than the right
words. Nine months after the incident it was discovered that the child had acquired
numbness in the left hand as a result of the brain damage, and five years later the
child still has difficulties in using the hand. Although it became clear that several
crucial mistakes were made, the parents never considered holding anyone account-
able. The parents had experienced a staff that took immediate responsibility in the
aftermath and had helped them as best they could and this made all the differ-
ence.19 Joyce discusses this phenomenon as well, i.e., the, perhaps strange, fact
that it is possible to apologize by expressing all that constitutes an apology with-
out saying the “magic words” (Joyce, 1999). In healthcare this is worth considering
since much weight is being put on “communicating” the apology, and perhaps less
on the supporting actions accompanying such an expression. In this relation, it is
interesting to look at the earlier mentioned Danish study, where the questionnaire
survey of how patients want healthcare staff to handle mistakes following adverse
events, surprisingly showed that only 38% of patients find it extremely/very impor-
tant that healthcare staff show “sympathy”20 (Andersen et al., 2004). This seems
to indicate that supporting actions should be understood in terms of apology or
expressions of regret, an explanation, and information about the consequences in
terms of health rather than “sympathetic feelings”, and ultimately that learning
takes place in order that future patients may be spared.
19 To the knowledge of the parents of the child several procedures were changed at the
hospital, as a result of this incident, to avoid it from happening again. However not
all crucial and necessary changes have been implemented, which has made the parents
consider contacting the hospital again in order to make them enforce such changes.
20 In Danish: “medfølelse”. Strangely, only about half of the respondents answered this
question compared to responses to the other questions.
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The five strict conditions for apology we have discussed do, as we have seen,
provide the moral ground for claiming compensation (when this is otherwise justi-
fied), and this may possibly persuade doctors not to apologize for fear of prompting
patients to seek compensation. However, one may hope that the moral arguments
will convince them otherwise. Also, it is worth emphasizing that the fear of com-
pensation in principle is only a problem in systems where no-fault compensations
schemes are unavailable. Several countries – Denmark, Norway, Sweden and New
Zealand, for instance – have national no-fault compensation systems in place and a
few institutions in the US (Berlinger, 2005). Such a system largely defuses the fear
of disclosure for economic reasons, thereby giving easier way to making apology.
Of course, such systems do not fully secure apology since resistance to apologiz-
ing can have other reasons (Andersen et al., 2002; Madsen et al., forthcoming;
Vincent et al., 1999). In fact the downside of no-fault-compensation systems may
be that staff avoid apologizing, relying too much on the system taking care of the
patient. Numerous observers have found that the USA is a very litigious society
which, like Japan e.g., has no publicly supported compensation systems in place
(Itoh et al., forthcoming). No doubt it is much more demanding for staff work-
ing in such systems to engage in making apologies even when justified, and there
are also examples of risk managers encouraging them to refrain (Wears and Wu,
2002).
A number of studies have shown that – contrary to more cynical views among
health care staff – patients do understand that things can go wrong and accept
that “it is human to err” (see for instance Andersen et al., 2004; Freil et al., 2004;
Manser and Staender, 2005). They are not vindictive when they are treated with
respect, are given the opportunity to understand why things went wrong and told
of precautions taken to prevent future patients from harm. What they do not under-
stand, however, is when no one takes responsibility and especially when everyone
ignores and refuses to recognize that an adverse event did happen. Which was the
case in the story mentioned earlier about the woman who was paralyzed during
delivery at a fine local hospital in the USA (Anonymous patient, 2005).
During delivery the patient was given an epidural due to pain, at which point
she instantly felt an extreme pain going down her back and legs. The pain con-
tinued in her legs, which were paralyzed, after she had delivered. The child was
not hurt during the event. The hospital showed no understanding and claimed that
nothing was wrong and that everything had gone as planned. They began treating
her as a nuisance patient and asked her to leave the hospital since they thought
they could do no more for her, at which point she was still paralyzed. The patient
and husband were not told by any staff member of any actions pertaining to her
worsening conditions after delivery.
The patient chose to file for compensation as they were unable to get in dia-
logue with the hospital. In this process the patient found out that the anaesthetist
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who gave her the epidural was a known drug addict who had been given a sec-
ond chance. The anaesthetist claimed she had been drug-free the night of the birth,
although she could not recall what she had given the patient. The hospital finally
chose to settle the case the day before the trial was to begin and five years after the
incident had occurred. The patient and her family received an undisclosed amount
in compensation from the hospital, but were never told what and why things went
wrong; they never received an apology, expression of regret, information or any
kind of help in regards to the treatment of the adverse event.
This is clearly unacceptable treatment of patients in the aftermath of harm
and unfortunately they are not few (Berlinger, 2005; Gibson and Singh, 2003). It
would be easy if we could say that they are only tied to litigious societies, but
this would be untrue. Regrettably such cases also happen in countries where no-
fault compensation systems are in place, although probably not as often. The case
from Norway and the one just described illustrate to some extent the potential
and barriers for making apology within different structural systems and the effects
hereof.
5 Conclusion
The aim of this article was to investigate the nature of apology and its internal
logic in the context of healthcare as ’apology’ has been shown to play a significant
role on several levels in the aftermath of adverse events. I have tried to take all the
relevant issues that impact on the apology process into account as I have analysed
’apology’ and its moral role and justification in the context of medical harm.
I have sought to show that each of the two major philosophical positions, de-
ontology and utilitarianism, offers good arguments for how to justify apology in
healthcare. The utilitarian approach can justify the act of apology through its good
consequences; the satisfaction of both patients and doctors for healing and the
economic incentive in avoiding litigation. As long as the good consequences of an
apology exceed those of not apologizing then it is the obligation of the utilitarian
to apologize. As we have seen, the utilitarian can justify the instrumental value of
the process of apology, and claims that sincerity is not a necessary condition for an
utterance to be an apology. However I conclude that using apology as a utility may
not only have a negative effect in healthcare in terms of destroying the trusting re-
lationship between patient and caregiver, it tends to distort the essential meaning of
apology. In this regard it becomes important, as discussed, to distinguish between
the different meanings of apology, when the classical utilitarian argues that “the
relation between apology and responsibility need not be established”, then he is
only making a “partial apology” and not a “full apology”. In this regard I conclude
that the rule-utilitarian has more to offer in the context of healthcare, since they
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also would “value” honesty and trust as fundamental values in medical ethics that
should not be jeopardized.
Contrary to classical utilitarianism, the deontologist claims that the apology
has an inherent moral value which cannot be instrumental and which cannot be
given without sincerity and at least showing, and perhaps nurturing, feelings of re-
gret. The deontological position argues that it is our moral obligation to apologize
when appropriate and justified and that we should do so in compliance with the
five proposed conditions, to which I agree. However, some of these conditions, as
I have discussed are difficult to maintain and secure.
Through the discussion of the five necessary conditions for apology in the con-
text of healthcare I have shown the complexity of apologizing after harm, and the
negative consequences when apologies are avoided or are given in the “wrong”
manner. I have clarified the moral conditions for apology, describing when it is
appropriate and justified to apologize, and when to acknowledge or express re-
gret. Besides the five necessary conditions for an apology, I conclude that there are
two additional issues of significant importance to the apology process in terms of
making it effective. On the one hand providing the patient with an explanation sur-
rounding the circumstances of the harm, and on the other, making practical amends
thereby fulfilling what is also known as the parallel process of apology.
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In this paper I formulate some overall cross-national recommendations for reactions following medical 
harm, and suggest that these reactions can be anything from acknowledging harm to expressing regret 
and making an apology. In order to choose the right action it is essential to distinguish different actions 
and consequences, since the appropriate reactions must take departure in these. Furthermore I will seek 
to draw on experimental research studies on apology illustrating the effects of apology in different 
context and using different expressions. I will seek to spell out recommendations for when we should 
apologize, how we should do it, what we should say and finally who should be the one to say it.  
 
 
When and what should we apologize? 
The essential question is how we know when to apologize. To answer this it would be helpful to make 
a typology for possible actions. We may distinguish four levels of actions that all may cause harm:  
1. no one is directly at fault - complications 
2. there is primarily fault on part of the staff – active failures at the sharp end 
3. there is primarily fault on part of the hospital – latent conditions 
4. there is partly fault on both the staff and hospital 
In the first case we should simply acknowledge and express regret, but an apology is neither necessary 
nor appropriate. In cases two, three and four an apology is justified and appropriate, although the extent 
of it may depend on the amount of harm done to the patient.   
 
In terms of timing the apology, the best results following non-personal offences is to make a quick 
response 1 if the apology is to work effectively 2. One study showed that apology had a better effect if it 
was given later in a conflict in terms of outcome satisfaction, since the victim had a chance to feel 
heard and understood; however, receiving ‘no apology’ was worse than receiving an apology early 3. It 
should be noted however that in these cases there was a prior personal relation between offenders and 
 2
offended. Most studies illustrate that an early apology works most effectively as it diminishes negative 
responses 4, and similarly, delays in apology tend to make patients and families suspicious 5, 6.  
 
 
How should we apologize? 
In apologizing it is important to know how to make it right and effective. Liang proposes that the 
appropriate way of expressing empathy in a systems contexts is by having a representatives of the 
system saying, “we are sorry…” since this reflects the system accountability 7. Although this makes 
sense from a systems approach, other studies show that saying “we” rather than “I” makes an apology 
very impersonal 1, 5 and even in some cases makes the patients feel that no one is taking responsibility 5, 
8. There are cases where patients still seek ’personal accountability’ and do not find the systems 
apology satisfying. Following the death of an 11-year old child, which could have been avoided, the 
hospital made a full disclosure, provided an excuse to the parents and took full responsibility and, 
finally, issued changes to prevent future similar occurrences. But the parents were not satisfied with the 
systems apology, saying that, “there’s really no gratification in it”. They therefore pursued a lawsuit 
calling for personal responsibility, as they found “personal accountability and responsibility is nowhere 
in the system”8. This case is interesting because the “full apology” that was offered did not satisfy the 
parents.1 The leader of the British based Action Against Medical Accidents2 9, Peter Walsh, argues that 
an apology might be a beginning but it is not the total solution, and he finds it necessary to stand up to 
accountability. It is not enough to talk about system failures, since high standards are often linked to 
feelings of responsibility.3 In sum, he argues that patient safety and justice can and should work 
together 10.  
 
                                                 
1 Although we do not know if compensation was provided it does not seem to make a difference in terms of what the parents 
find problematic about the systems apology.  
2 AvMa is an independent charity established in 1982, which promotes patient safety and justice for those who suffer 
medical accidents.  
3 Walsh also points out that the fear of malpractice - the most often cited reason for not disclosing - is overestimated, and he 
claims that the barriers for reporting lies within the culture 10. The numbers offered on AvMa’s website support this claim, 
while the Department of Health itself estimates that there are approximately 850,000 medical accidents in English hospitals 
alone each year, half of which should have been avoided 11, the NHS Litigation Authority recorded only 5,609 claims in 
2004-2005 9. In a Danish questionnaire survey the strongest reasons for doctors not to report was the fear that the press 
would start writing about it and the perception that their department had no tradition for reporting 12.  
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This touch upon one of the great challenges in healthcare, namely the fact that the systems approach 
deliberately seeks to avoid laying responsibility on individuals. This approach is normally perceived as 
enlightened and sophisticated and as being a move forward in terms of patient safety work 13-17. 
However, in the eyes of some patients it is perceived as nothing more than disregarding accountability. 
For this reason, I would recommend that apologies be phrased with the first-person pronoun: “I 
apologize” or “I am sorry”. However, as I have described above, just saying “I’m sorry” is not 
necessarily an apology, but can be a way of expressing regret and acknowledging harm.  
 
The above case also exemplifies a fact that has been uncovered in empirical studies of how the degrees 
of offender responsibility and outcome severity have a significant effect on patient responses. The 
effects are on the degree of patient anger experienced and displayed on the probability that further 
justification will be pursued, and on the likelihood that responses towards wrongdoers will be more 
negative 18. In the Bennet and Earwalker (2001) study the anger of the victim was significantly related 
to severity but not responsibility, and anger therefore was dissipated more easily when the harm was 
minor 18. An interesting finding was that the probability that the offended parties would in fact reject an 
apology was very small, even when offender responsibility and outcome severity was high 18. 
However, other studies confirm that the more severe the harm the more elaborate an apology needs to 
be to ease victims’ anger and aggression 19. While these studies demonstrate that some of the beneficial 
effects of apology are lessened in cases of severe harm, they also confirm that apology is essential in 
managing patient aggressions, and even more so in relation to severe harm. We ,may also note that 
another study, looking at patient perceptions of their doctor, found that physicians who expressed 
remorse were perceived as having suffered more than those who did not express remorse 20. 
 
Experimental studies generally illustrate that remorseful wrongdoers are perceived more positive 4, and 
that they are more likely to be forgiven and recommended less punishment 21. Offenders who apologize 
are perceived as having acted less intentional and are therefore blamed less 4, although the general 
effect of apology on blame is still unclear, since empirical studies point in different directions 22. A 
study of (Japanese) children illustrated that the wrongdoer who apologized was perceived as less 
intentional (i.e., having acted  less on purpose) and being more remorseful, and similarly, the 
apologizer was evaluated morally more positively and was forgiven more than the wrongdoers who 
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either made excuses or gave no account 19. The study also showed that excuses were accepted only if 
the offended believed that the harm was not intentional. In the same way, another study found that 
(western) children judged wrongdoers who gave more elaborate apologies more favorably and as better 
persons, whom they liked more and blamed less and were more willing to forgive, and punish less 23. 
Additionally, it has been demonstrated that the less intentional the harm is perceived, the more 
forgiving 22, 22 or negotiable 4 the offended tends to be. 
 
Lazare (2004) offers a list of reasons for when an apology does not work, of which the most significant 
are the following: 
• offering a vague and incomplete acknowledgement 
• using a passive voice 
• making the offence conditional 
• questioning whether the victim was damaged 
• minimizing the offence 
• using the empathic “I’m sorry” 
 
These points are worth bearing in mind when preparing for an apology. Lazare (2004) discusses several 
apologies that have gone wrong, and in most cases it is because the offender does not really accept his 
fault and therefore does not feel regretful. When the offender however tries to apologize for the sake of 
the offended or for strategic reasons, he may very easily fall short of delivering a sincere apology, often 
because the apology is followed by a justification. In these cases the offended is likely to reject the 
apology, since it is a “botched apology” 1 or “partial apology” 4. Correspondingly, Robbennolt found, 
when she compared partial apology (expression of sympathy) with full apology (admitting 
responsibility) with their effects on settlement, that the full apology had a positive impact on 
settlement, while the partial apology could have a detrimental effect, especially in cases where 
responsibility for harm was clear. Participants expressed more sympathy and less anger towards 
offenders who offered full apology compared to partial or no apology, and indicated more willingness 
to forgive, and expected less damage done to the relationship following. Equally, in cases were strong 
evidence of culpability or severe injury was followed by a partial apology it would have especially 
damaging effects on settlements, in these cases ‘no apology’ would be better than a ‘partial apology’ in 
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terms of settlement. Furthermore when partial apologies were offered under the above conditions “the 
degree of responsibility attributed to the offender was greater and the offer was seen as less likely to 
make up for the injury”, and the offender was perceived as being unlikely to be careful in the future. In 
most cases offering a ‘partial apology’ was no different from ‘no apology’, except when responsibility 
was ambiguous or injury was minor, then there was slight evidence that a partial apology could 
positively impact perceptions 4.  
 
Scher and Darley (1997) found that the following four apology speech act strategies independently 
contribute to the effectiveness of an apology: expression of responsibility, expression of remorse, 
promise of forbearance, and offer of repair. Furthermore, they found that the “greatest improvement in 
perceptions came from the addition of one apology strategy – i.e., the offering of an apology, compared 
to no apology” 22. Simultaneously, if the ‘apology’ was absent of speaker responsibility, offer of repair, 
and promise of forbearance, respondents indicated that the apology would be most inappropriate, the 
speaker least apologetic, and that they blamed the speaker and wanted to punish him more 22. This 
finding corresponds to above-mentioned findings of Robbennolt 4. Taking greater responsibility has 
also been proven to lead to more positive evaluations of the offender by the offended and better 
expected future relationships; this was especially pronounced when the offender was a friend 24 . 
 
All these empirical findings are relevant in preparing for the formulation of the apology, but also 
indicate that pre-formulated apologies will not work, since the contents of an apology or expression of 
regret will depend on the specific context. However, there is, as we have discussed, certain conditions 
that should be met and which therefore form a minimum core of an apology. Consequently, several 
guidelines that have been formulated in terms of directing staff may be useful. One such example is 
given by Woods 5, who proposes four R’s of apology:  
 
Recognition:   Knowing when an apology is in order 
Regret:   Responding empathetically 
Responsibility:  Owing up to what’s happened 
Remedy:   Making it right4 
                                                 
4 In Denmark every hospital has a Patient Information Office to help patients with, among other things, information 
regarding rights to compensation and the possibility for filing a complaint following adverse events. The staff in charge has 
an obligation to inform the patients about their rights and where and who to contact. 
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Woods elaborates the contents and effects of each in his book 5. Lazare proposes a general list 1, which 
Leape has adapted to healthcare 25. Berlinger proposes an extensive list in terms of confession, 
repentance and forgiveness to meet “the needs of injured patients and families, as well as the needs of 
the clinicians who mistakes harm patients 26. The National Patient Safety Agency has launched a new 
“Being Open Policy” in England and Wales with the aim of helping healthcare staff communicate 
honestly and sympathetically with patients and their families 27, providing a wide range of training 
tools and resources on their website.  
 
Who should apologize? 
There are many different views on who should be responsible for apologizing in healthcare. Some 
believe it should be the person directly involved in the incident, others are convinced it is better if it is 
the responsibly doctor, and again others think it best to take the “issue” out of the direct context and 
instead make either the risk manager or the hospital management take the overall responsibility and 
make the apology (VA Lexington Model). There are good arguments for each position, although I 
propose that if the person directly involved has the possibility to apologize he or she should do so in 
order to maintain some level of personal relation; if not, then it should be his or her immediate superior. 
In terms of the healing process for the parties involved it is essential to keep the conflict and its 
resolution in the arena in which it has taken place. 
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In 1999 the US based Institute of Medicine report To Err is Human (Kohn et al., 1999) 
claimed that between 44.000 and 98.000 patients in the US die every year from preventable 
adverse events.i  This claim was based on the result of a study of pervasive medical error in 
the US1 that was later supported by another US based study 2, one in Australia3, in Denmark4 
and Britain5 and latest the Canadian study in 20046 suggesting that adverse events are in fact 
an international problem. Several of the adverse events identified in these epidemiological 
studies are estimated to be avoidable. For instance, the Danish and the Canadian study 
showed that 9.0% and 7.5%, respectively of the admissions involved adverse events, and that 
40% in both studies were deemed to be avoidable4, 6. The rate of adverse event among 
hospital patients is an important indication of patient safety, and is as a result given increased 
attention.  
Several initiatives therefore have been comprised to prevent adverse events; building 
cultures of safety and learning through mandatory non-punitive reporting of adverse events, 
continuous quality improvement, application of human factors knowledge such as improving 
team-work and communication. These programs and initiatives have all helped change the 
nature of the debat, put focus on systems change, motivated people to modify practice and 
engaged a large number of stakeholders in patient safety7. Nevertheless according to Leape 
and Berwick (2005) no radical improvements have been accomplished in the US 5 years after 
the IOM report. This conclusion may very likely be the same for other countries since the 
strategies applied internationally more or less follow the same recipe. I suggest that the reason 
why no real improvements have occurred is that while focus has been on changing the system, 
the organization and technologies - all as a means to develop safe cultures - less work has 
been done on the culture it self; the norms and the ethics from which staff members are 
guided. Correspondingly Leape and Berwick (2005) state that the primary obstacles for 
                                                 
i Adverse events are unintended injuries or complications caused by medical care. Some of these 
lead to disability or death, others to prolonged hospital stay. Adverse events include avoidable events 
(mistakes) and unavoidable events (e.g., unforeseeable allergic reaction to antibiotics). 
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achieving safety lies no longer in technical improvements but in changing the beliefs, 
intentions, cultures and choices7. 
In this paper I propose that there is a call for an Ethics of Patient Safety to overcome some of 
the obstacles that other strategies for improving patient safety have not yet overcome, and that 
an Ethics of Patient Safety in general can help support improvement programs to advance 
safety culture and patient safety. The drive for change in healthcare and the move from an 
individual to a systems approach, which is strongly advocated, calls for a new understanding 
of the roles of responsibility and a need to reevaluate the ethics of which our healthcare 
system is guided.  
One may question the necessity for another “ethics” in healthcare; however, I will 
argue that there are several good reasons. First and foremost, the demand for change brought 
about by the patient safety movement; integrating systems theory, calling for no-fault 
reporting systems, open-disclosure, and knowledge about human factors and safety culture 
creates new challenges and calls for a reflection upon whether we are in fact doing enough for 
patient safety – or supporting the right things. Second, the last years of interdisciplinary 
research on patient safety illustrate a need to re-evaluate the roles and responsibilities of 
healthcare staff for instance by thinking in interdisciplinary teams rather than separate 
professions and traditional hierarchies. Part of the aim of an ethics of patient safety is to 
transcend the traditional silos of profession through teamwork ethics where corporation, 
dialog and communication are necessities and where individual roles and explicit 
responsibilities are addressed. Third, an ethics of patient safety seeks to re-identify the 
common values of medicine as well as address the dilemma safety critical organizations 
constantly struggle with namely how to balance “protection” (safety) and “production” 
(getting enough patients through the system). Fourth, having an ethics of patient safety can 
help assure the public that the healthcare system is living up to its moral responsibilities by 
taking patients lives and needs seriously, and that the healthcare system as a consequence is 
worthy of the publics trust.  
The purpose of an Ethics of Patient Safety is to address critical issues of patient safety 
and, through reflexive ethics to motivate, engage and guide healthcare staff, management and 
policymakers in building cultures of safety. The Ethics of Patient Safety that I propose is 
based on systems thinking and integrates theories of safety culture, human factors and 
organizational culture with medical, professional and organizational ethics. I imply that these 
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different theoretical approaches in fact correlate and complement each other in striving for 
safety. 
The framework of the Ethics of Patient Safety is based on an integrated model of 
safety culture and organizational ethics and applies reflexive ethics as a guiding principle. The 
ethics of patient safety needs to be dynamic to keep up with the rapid changes in healthcare 
that are constantly imposing new technologies, standards and ways of perceiving safe care. 
Therefore the contents of the ethics must be re-evaluated through continuous dialogue on the 
local workplace, in the healthcare organization and on a public and societal level.  
 
Ethics, patient safety and safety culture – reaching for the same 
From a philosophical point of view one may claim that patient safety and the creation of 
safety cultures in its essence is an ethical issue. Ethics is about “what we ought to do” it is 
about the fundamental principles that define our values and determines our moral duties; it is 
the individual, organizational or societal beliefs about what is right and wrong. Hence ethical 
behavior is about doing that which is morally “right“. Off course in ethics, like in other fields, 
the right action will depend on the theoretical approach applied. Within moral philosophy, the 
two major positions, the utilitarian and the deontological, argue and justify “moral actions” 
according to different reasoning. The utilitarian perspective holds that one has an obligation to 
perform the act that generates the best overall consequences, whereas the deontological theory 
holds that one ought to perform the act that realizes one’s obligations regardless of the 
consequences that ones act may have. Another substantial moral position is that of “virtue 
ethics” that focuses on character formation arguing that it is through the creation of the 
virtuous character that the answers to the right moral actions are given. In this sense morality 
and ethics is achieved by developing the right virtues in the individual character. Virtue ethics 
plays a significant role in medical and professional ethics, since it is held by many that virtue 
ethics is the backbone of professional integrity, and moral character in professional life. 
 
Medical ethics 
Medical ethics was traditionally concerned with the professional obligations of physicians 
manifested in codes of conduct as the ancient Hippocratic Oath. Today medical ethics, which 
is becoming interchangeable with the term “bioethics”, covers broad and loosely defined 
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issues of morality and justice in healthcare8. Medical ethics lack theories and a standard 
methodology and there is no agreement amongst medical ethicist about the “right” approach.  
 In several instances theoretical frameworks for medical ethics proposes a set of prima 
facie duties for healthcare professionals that may cover different principle values such as 
beneficence, nonmalificence, autonomy, justice, truth-telling and honesty. The first four are 
those suggested by Beauchamp and Childress in their widely known principles of biomedical 
ethics9. These principles are meant to guide doctors in decision making, however, there seems 
to be no widespread consensus about which principles should be the governing ones or which 
order they should be adhered to if in conflict. The decision maker therefore must subjectively 
weight and apply them in the context, which according to critics makes it fall short of being a 
comprehensive theory 8.  
Pellegrino and others argue intensively that the physicians primary value, his first and 
foremost obligation is beneficence (Salus aegroti suprema lex) - always to act in the best 
interest of the patient. Secondarily, to do no harm10. This perspective is rather controversial 
since the principle of no harm originally stemming from the Hippocratic Oath is better known 
as “primum non nocere” - first, do no harm. However, the principle “to do no harm” in it self 
may be an impracticality, since it may be argued that if we are meant to do no harm, then the 
utmost consequence would be to keep from treating patients at all which of course does not 
make sense. Whatever may be considered or argued about the various principles and their 
order, then it must be accepted that the two principles “salus aegroti suprema lex” and 
“primum non nocere” are both formally stated in the Hippocratic Oath, which the physician in 
the act of entering the profession promises to respect when treating his/her patients10, 11.  
 
Patient safety 
Patient safety is defined as “freedom from accidental injury due to medical care, or medical 
errors”12.ii The ultimate aim of patient safety therefore seems to be like “primum non nocere” 
to free patients from harm. In this line of thought the ethical right thing to do, would be to 
prevent patients from harm. Patient safety and medical ethics are therefore tightly aligned - 
perhaps not surprisingly. Goeltz a former air traffic controller (ATC) notes that in ATC the 
                                                 
ii Patient safety has many different operational definitions each being defined by research context, the one cited 
here is the Institute of Medicine’s. They define medical error as “the failure of a planned action to be completed 
as intended or the use of a wrong plan to achieve an aim…[including] problems in practice, products, 
procedures, and systems”.  
 5
primer is safety and in medicine it is do no harm basically reaching for the same goal13. In this 
connection it becomes relevant to consider the point made by Pellegrino, whether the value of 
“no-harm” comes before the value of beneficence, because it may make an ethical difference. 
To do that which is in the best interest of the patient is about being responsible for giving an 
overall good care and not just keeping up a standard of no harm. In a technical sense, you can 
give poor care without actually doing any “measurable” harm. Therefore there may be good 
reason for the patient safety movement, in general, to be cautious when working primarily for 
safety – they may be missing something other valuable. Off course one may argue that in 
principle “to do no harm” is in the best interest of the patient since no patients in there right 
minds want to be harmed, however, in worst scenario cases the incentive for warranting no 
harm could basically be to prevent malpractice suits or secure accreditation rather than 
providing compassionate care for the patient.  
 
Safety culture 
Safety culture has become one of the main strategies in promoting patient safety realizing that 
culture has a strong impact on safety14, 15. But what exactly is safety culture? A widely 
accepted and often quoted definition of safety culture is: “The safety culture of an 
organization is the product of individual and group values, attitudes, perceptions, 
competencies, and patterns of behavior that determine the commitment to, and the style and 
proficiency of, an organization’s health and safety management. Organizations with a positive 
safety culture are characterized by communications founded on mutual trust, by shared 
perceptions of the importance of safety, and by confidence in the efficacy of preventive 
measures.”16iii The term “safety culture” is of surprisingly recent origin coined in the late 80’s 
in the aftermath of the Chernobyl nuclear accident realizing that the strongest causes for the 
accident was the lack of a safe culture at the nuclear power plant, as the management and staff 
was characterizes as having a poor and risky mindset.  
 
All hospitals, units and wards have a safety culture, although they may differ in maturity, 
some being more “positive” or “mature” than others. Consequently, current theories of safety 
culture suggest that the safety cultures of individual organizations or units may have different 
degrees of strength and different profiles, and that assessment of the maturity and profile of 
                                                 
iii Italicized by the author. 
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the safety culture of a given organization provides a useful, perhaps even essential, basis for 
working proactively with safety culture in that organization14, 17. In the last years several 
safety culture surveys have been conducted in different hospital settings in a number of 
countries14. These surveys unfortunately generally show a high degree of “problematic” 
answers to safety culture factors18, which is a hinder for sustaining a high level of safety14, 19, 
20. A problem however, is that the evidence - of the effectiveness of assessing safety culture in 
healthcare and attempts to change the culture based on assessment - is still weak although 
promising according to experiences in other domains and preliminary studies in healthcare14, 
15, 19.   
 
Culture & ethics 
Culture is descriptive and tells us “how we do things”, however it does not necessarily, like 
ethics, say anything about whether our particular way of doing things is right or wrong. A 
culture may in principle have evolved that no longer reflects the individuals or groups actual 
values or preferences21. Examples are the cultures that have evolved from the complex system 
of healthcare, which is driving people to err. Cultures that at times forget as time is sparse, 
pressure is high and stress in-avoidant to reflect upon and recall its obligations and 
responsibilities towards the core values of their profession and that of medical ethics. I 
therefore suggest questioning the intentions, values and beliefs that are held by healthcare 
professionals within the healthcare system and evaluate whether these are in fact supportive of 
the culture that is flourishing. 
Several care providers openly describe how they learn to “live under constant moral 
distress”22 and studies illustrate that healthcare workers do act against their own moral 
intuitions for different reasons, 1) some do not dare to question authority even though they 
observe risks of harm to the patient23-25, 2) others experience the increased risk of error, when 
either stressed, fatigued or pressured but still continue to work under those conditions26, 3) 
others feel they cant provide satisfying and full care because of pressures of production, or 
low staffing19, 27, 28. In all these cases staff experience that the standards of care are 
compromised while increasing the risk of harm to the patients. These examples illustrate how 
choices and actions are influenced by the culture in which we are situated, and how these 
choices may be in discordance with healthcare workers internal morality. It depicts how care 
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providers slowly accept “the way things are run” and that their beliefs may be slowly 
modified to fit the culture of which they are part26.iv  
Sociological studies demonstrate how people may choose to act in ways that they 
personally do not find ethical or productive, but because the practices and norms of the 
surrounding culture act in this way, they follow it21. These studies also illustrate how people 
are convinced that all their peers behave in this “specific way” because they “want to”, while 
it turns out that hardly anyone considers “the specific behavior” to be right or the best choice. 
What is most interesting is that such behavior – behavior that no one, if they could choose 
would choose as their first choice – is rather easily revised21. All it potentially takes is for 
someone, perhaps of stronger character, to break the adapted behavior and the rest will slowly 
follow “willingly”, the reason for this likely rapid change is that the majority never personally 
approved of the behavior in the first place21.   
 
Normative ethics, in contrast to culture, is prescriptive as it encourages us to choose to act in 
those ways that can be ethically justified. However, in principle there need not be an actual 
discrepancy between ethics and culture, since moral norms can be an integrated part of the 
cultural norms. Through our upbringing and education we are presented with moral norms of 
right and wrong and are usually encouraged to act in accordance with these norms, and slowly 
they become embedded in us, as they are in the culture we are part of. Some ethicists claim 
that the goal of normative ethical theory is to “inoculate” the right ethical norms in each 
individual creating a “compass” that will automatically make us act morally. The reason, they 
claim, is that it would be counterproductive having to constantly reflect on ones actions. 
Although I do agree to this prerequisite, I will still claim that within a patient safety ethics 
“reflexive ethics” is essential, since the constant changes in structure, organization and culture 
creates new challenges, which must be reflected upon since the original foundation of the 
“organizational ethics” and its norms may no longer provide the right answers or solutions to 
these new challenges.  
Acting according to reflexive ethics requires a conscience choice and not just choosing 
ad hoc solutions or un-reflected following cultural norms. Ethicist will not disagree that it is 
necessary to reflect seriously on moral issues in instances where there are obvious ethical 
                                                 
iv However, it should be stressed that it is possible through individual beliefs and values – if given space and 
attention – to modify and influence the culture that own is a part of, and that the values of organizational culture 
may be quite distinct from the personal values of the individuals working within the organization. 
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dilemmas in order to solve these dilemmas. However, the ethics of patient safety that I 
propose is one that requires reflection and re-evaluating of practices in general.  Within this 
approach it is emphasized that each and everyone are responsible for safe care as well as the 
damaging effects it may have on patients if safe care is not provided. Sharpe (2000) illustrates 
this in very saying terms: “In medicine today, the potential to influence quality extends 
beyond individual conduct to the design and functioning of systems, policies and processes. 
In the face of the complex and collective efforts that comprise health care today, physicians 
can no longer plausible argue that they are accountable only to themselves. Likewise, it is not 
plausible to argue that health care administrators and managers are excused from the fiduciary 
obligations of health care quality.”29 
Leape and Berwick (2005) claimed that it is the beliefs, intentions, cultures and 
choices that are the obstacles to safety improvement. I agree, but will go one step further and 
claim that if we really want to promote patient safety and generate the “right” beliefs, 
intentions, cultures and choices we need to encourage ethical reflection and create an Ethics 
for Patient Safety. Without ethics and ethical reflection full-size improvement will most likely 
not succeed. Healthcare is fraught with ethical dilemmas for which we need guidance. A 
patient safety ethics as the backbone of safety culture may be the basis of which our choices 
can be guided, our behavior adjusted and our commitment to safety reassured in order to meet 
the cultural challenges needed for an overall improvement in patient safety.  
The call for safety culture in medicine is in it self addressing a normative aspect since 
it is claiming certain behavior, values and beliefs preferable to others in the practice of 
medicine in terms of promoting safety. The existing safety cultures directly and indirectly 
reflect the ethical values, and the safety cultures that we seek to promote thus determine the 
existing cultures as being “right” or “wrong”. Promoting patient safety and building safe 
cultures is a normative project.  
 
An ethics of patient safety - framework and methodology  
An ethics of patient safety is supposed to address all relevant levels in the healthcare system; 
legislators, healthcare organizations and management, and healthcare staff.  
Glaser (1994) distinguishes three realms of ethics the Societal, Institutional and 
Individual that ideally should strive towards becoming “good and virtuous”30. Glaser 
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illustrates the ethical realms in a model containing three concentric circles (Figure 1) with the 
individual ethics in the middle surrounded by institutional ethics and finally both surrounded 
by the societal ethics. Through this model he demonstrates how all three types of ethics 
impact on each other; the individual ethics being constrained by the functioning ethics not 
only within the institution but also on a societal level, and how the societal ethics indirectly 
defines the possibility and space for institutional ethics. The model illustrates the interrelation 
of the three realms and potentially addresses health care dilemmas in all their complexity.  
 
Figure 1: Three realms of ethics: Societal, Institutional and Individual 
 
In my work on safety culture in organizations I use a theoretical model14 which in many ways 
compare with Glaser’s except it does not explicitly engage in ethics but in culture (Figure 2). 
The model illustrates all the potential factors that directly or indirectly impact on incidents 
and accidents. In this model we distinguish between factors beyond organizational control 
(societal level), factors largely within organizational control (institutional level), which is 
subdivided into “safety culture” and “safety management structure”31. Finally we have “team 
and individual factors” that are shaped by the organizational decisions but also comprise 
factors that are beyond organizational influence such as personalities and personal problems. 
Besides these three we also operate with “environmental process factors”, which “refer to 
physical conditions and patient conditions (underlying disease, patients characteristics)” and 
which may be, but not necessarily, unforeseen or uncontrollable14.  
 
Individual  
Ethics 
Institutional 
Ethics 
Societal 
Ethics 
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Both models are based on “systems thinking” as they illustrate the constrained and 
interdependent relation between the different realms and “actors”. “A systems thinking 
approach to health care ethics recognizes the individual, organizational and societal realms 
of ethics and the mutual relationships among them. Such an approach involves a more 
nuanced appreciation of moral responsibility and more effectively addresses health care 
dilemmas in all their complexity”32. In promoting patient safety I find it meaningful to 
operate with these two complementary models of ethics and safety culture.  
 
Reflexive ethics as a guiding principle 
Reflexive ethics is defined by Markova (1990) as conscious awareness that “implies 
individual judgment and critical evaluation of the matter. It involves the raising of 
questions…pointing to the issues concerned, spelling them out in their entirety, and thus 
turning them into problems”33. Applying reflexive ethics is to make conscious ethical 
judgments based on the knowledge and critical evaluation of the matter. Conversely non-
reflexive ethics refers to obeying rules and applying them without individual or conscious 
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Figure 2: Model of cultural and socio-technical performance shaping factors that may impact on patient 
injury risk 
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thought. Markova argues that basically human ethical thought is reflexive; “However, when it 
becomes part of the established tradition and custom, much of it turns into unthinking routines 
and practices that fall behind and get out of step with societal changes.”  
For some adding “reflexive” to ethics might seem tautological, since they will argue 
that ethics in its “essence” is about reflecting (about right and wrong) however, as we have 
already discussed, this is not necessarily the fundamental nature of ethics. Therefore I wish to 
distinguish “reflexive ethics” from “other ethics” for instance the un-dynamic codes of ethics 
for organizations and professions that have been very popular, but unfortunately are seldom 
diffused down through the organization or used actively by staff. Reflexive ethics is supposed 
to be an integrated part of thinking ones professional practice (without becoming routine in its 
answers) rather than a statement of how exactly things should be done. With time, the process 
of applying and integrating reflexive ethics in practice should result in new sets of norms and 
rules that healthcare staff can draw on individually, and adhere to collectively.  
 As already mentioned some healthcare workers work in a state of moral distress, 
caused by inadequate time to give proper care and treat patients safely18, 19, 28, or because of 
lack of competence and support23. In order to endure these work conditions healthcare 
workers slowly develop numbness towards everyday ethical issues, and learn to accept them, 
while in fact they should be questioning them. This situation can be described in terms of 
customary ethics, according to Markova “Customary ethics is an ethics of non-engagement. It 
is satisfied with the status quo without questioning it” […] “customary ethics is sustained by 
our search for certainty and our desire to suppress the responsibility that arises from the 
freedom of individual judgment. By adopting customary ethics one can avoid the anxiety 
before a decision and the guilt feeling afterward. It trivializes matters of concern by not 
thinking them trough”33. Silence about, and acceptance of problematic ethical issues without 
discussions about the grounding values of health care may explain how staff is drawn or 
pushed too much towards customary ethics. I say too much, since customary ethics is 
necessary in everyday life, as already discussed; if we were to reflect on each and every task 
we would simply become paralyzed. It is important however, to find a balance between the 
two forms of ethical thinking, and that the reflexive approach at least takes place on a regular 
basis especially in relation to “hard cases”.  
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I will propose reflexive ethics as the guiding principle in practical decision making and in 
defining the ethics of patient safety. Through reflexive ethics we may be able to find the 
common grounds for ethical behavior in the hospital setting and encompass both professional 
and organizational ethics.  
 
In general an ethics of patient safety based on reflexive ethics should help: 
• reinforce healthcare workers in their commitment to safety and care 
• develop a working environment where ethical, i.e. responsible, behavior is the norm 
• enhance standards by getting rid of ‘bad practice’ as well as inexpedient procedures 
• function as a guide in specific situations (dilemmas) 
• function as a tool for education and socialization of new healthcare workers 
• strengthen the possibility of objecting against “unsafe system” (e.g. negative impacting 
performance shaping factors) 
• regulate management strategies by balancing pressures of production 
• indicate to the outside world that “we” are responsible and care about safety34 
 
The process of internalizing reflexive ethics and creating an ethics of patient safety will be 
of much value as it will draw focus to general safety behavior, which is expressed through 
daily practice and management. In this regard, the ethics should seek to modify employees’ 
behavior as well as management strategies. For example, employees should, as a 
professional group, be concerned with bettering work conditions and the so called 
performing shaping factors; regarding pressures of production, stress and workload, 
inappropriate procedures, since all these factors increase the likelihood of adverse events; 
equally management should be ‘open’ towards possible objections and responsible for 
providing safe systems.  
Since reflexive ethics is only a guiding principle there is need for a more stringent 
ethical decision model that can be applied in difficult ethical situations. I propose to use a 
“standard” decision model35 that I have customized to healthcare. In this ethical decision 
model I have emphasized the need to consider important principles of medical ethics: 
beneficence, non-maleficence (primum non nocera), autonomy, justice, dignity, truthfulness 
and honesty when considering the consequences under 3.a. in the model. Off course it might 
not be relevant to consider all of the principles in each particular situation - but one needs to 
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consider if some of these principles can be of relevance, and whether they may have 
implications for the consequences and hence on the decision making process. These principles 
in themselves do not give answers as to how to handle a particular situation, but usually work 
as a guide. Commonly these principles may contradict each other leading to ethical dilemmas; 
it is my hope that by integrating them into a practical decision model they may become easier 
to reconcile. By integrating ethical principles into the model I would like to emphasize that 
ethical decisions in healthcare should not be justified solely in terms of its consequences. 
 
Ethical decision model customized to healthcare 
1. Consider why a decision is necessary 
2. List the options. Think – has any options been ruled out on ethical grounds? If so is 
it justified? 
3. For each option: 
a. list the consequences; make sure that implication for beneficence, non-
maleficence (primum non nocera), autonomy, justice, dignity, truthfulness 
and honesty have been included 
b. consider how likely are any consequences identified under 3(a) (take 
account of evidence and assess its reliability 
c. consider how important the consequences are 
d. decide whether each of the listed consequences counts for or against the 
option 
4. Judge between the options in the light of your evaluations under 3(a)-(d) 
 
Discussion of the three realms of ethics 
Although healthcare is undergoing much change the initial core and basic values of healthcare 
should not be changed. Basically, treating and caring for patients is what healthcare is all 
about10, 11, 36, 37. As Pellegrino states, “Detection and prevention of medical error has its ethical 
foundation in the duty to act for the good of the sick and to avoid harm to patients. Every 
action of individual professionals and every organizational policy and regulation must be 
measured by this gold standard of traditional medical morality.” It is essential to ground 
healthcare on the basic assumptions; the fundamentals of healthcare, because if there is no 
 14
agreement on the inner most values, then there will probably never be agreement on the 
overall commitments and choices. In this regard it becomes important to initialize a values 
discussion on each and every ethical realm: what are the core values of healthcare and what is 
the mission and vision for healthcare38. Subsequently such a discussion should ideally give 
rise to more comprehensible decisions in healthcare as it may illuminate the impact of “core 
values” on healthcare workers daily actions.v 
The patient safety movement has primarily worked on changing the systems through 
knowledge gained from other safety critical domains and evidence based practice, change 
therefore has in large been motivated by the need for systems adjustment on the institutional 
level through modification of standards and practices. These changes are imperative and 
welcomed responses in re-structuring the healthcare organization, which as yet has been 
unable to keep up with the effects of rapid changes consequently accumulating to its 
complexity; a complexity that adds to the risk of patient injury.  
Moving towards a systems approach is undoubtedly the right solution as long as the 
notion of individual responsibility and accountability is maintained11, 29, 37. A general norm of 
the ethics of patient safety would be that “every individual is responsible for their own actions 
and omissions”, hence every individual is responsible for promoting safety by minimizing 
error11, 29, 37. Certainly our choices are defined by the structures in which we work as the 
models of safety culture and ethics illustrate, but they can never be an excuse to disclaim 
responsibility for that which we can affect. We still have the choice – or perhaps even 
obligation – in each our possible way to challenge the structures and culture if these are in fact 
creating risk to patients. It is not the healthcare workers primary task to affect policies on 
societal level but in a system thinking healthcare workers and the organization does have an 
obligation to communicate to higher levels existing obstacles for practicing safe care. 
Especially, since they may be the only source of information. As stated by PhD, Ann Neale: 
“Individual and organizations have a moral responsibility to effect social change because the 
mission depends on it”36. In other words if policies in practice lower the level of care or 
jeopardize safety then the mission; “safe treatment and care” can no longer be accomplished. 
Each realm and its dilemmas will be discussed using illustrative examples. It will be 
demonstrated how the institutional and individual ethics lies within the immediate control of 
the healthcare organization. But also how an ethics of patient safety is dependant on strong 
                                                 
v Bayley (2004) describes the process and effect of a “core value” discussion in relation to a project initiated to 
change the way the members the 47 participating hospitals handle mistakes.  
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support from the societal realm, as laws and reforms influence the opportunity to work 
ethically and safely, I will therefore address the effects, responsibilities and the duties (of 
policymakers) on the societal level. When applying the ethical decision model each individual 
in each realm needs to consider not only the specific context in which they are situated, but 
also the possible effect of their decisions on the other two realms – positive and negative.  
 
Societal ethics 
On a societal level there needs to be not only a political will to promote patient safety, but 
also a sensitivity towards hospital staff and management as well as to patients and researchers 
recommendations for changing and bettering policies to support safety39.  
A positive example was when the negative effects of adverse events, which were 
brought forth by several different and active stakeholders, were taken serious by the Danish 
government resulting in a political will to create an optimal structure for learning from 
adverse events. A Danish study provided evidence that healthcare staff’s strongest reason for 
not reporting was fear of the press and the lack of tradition for openly talking about error40. 
The same study found that if healthcare staff was to report into such a system it would need to 
be separated from other “sanctioning systems”.  Furthermore such a system should be 
confidential (not anonymous as many had asserted) so the reporter would be able to receive 
feedback41-43. The Act on Patient Safety in the Danish Health Care System was legislated by 
the Danish government in January 2004 and became the first national system in the world that 
requires all healthcare staff to report adverse events while promising confidentiality 44. 
The Patient Safety Act has off course had a noticeable impact on the two other realms. 
On the institutional level the immediate effect was that each hospital in Denmark by law was 
required to develop and provide supporting structures and reporting cultures engaging staff in 
the reporting of adverse events. Very few institutions at the outset had any prior knowledge or 
experience of the task at hand and the commission was given little economic support.  
 On the individual level it has become the duty of all healthcare staff to report adverse 
events. Staff would therefore not only have to overcome their fear of telling about their own 
error, they would also have to find the extra time to write the reports. Interestingly a study of 
safety culture in hospital – prior to the laws initiation - showed that in the department that had 
a reporting system the strongest reason not to report was that “it increases the workload”19.  
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An article in a Danish medical journal, two years after the implementation of the Act, 
lists several problems with the reporting system45. First of all because of the lack of resources 
to handle the reports centrally there has not been given enough feedback on the reports and 
generally it is given later than expected. In short learning and knowledge about prevention; 
the primary reason for having a reporting system has not been satisfactorily disseminated. The 
National Board of Health may initially have thought that the high reporting rates (17.141 
reports in two years) in itself was a measure of success but have realized that statistics is not 
enough. Fortunately, more resources and promises of further and more expedient feedback 
have been allocated, which is positive since lack of feedback makes reporting meaningless 
and as a result staff may loose the motivation to report. It can not be stressed enough that 
reporting systems in themselves have little value, and that it is the way in which the reporting 
system is utilized - extracting learning for prevention that makes it valuable46, 47.  
This example shows how on the one hand legislation makes it possible for the 
institutions and their staff to do the right thing – reporting and preventing future harm to 
patients - but also how legislation without relevant support – in this case knowledge and 
economy - may create limitations to its own success. The Act on Patient Safety is an excellent 
initiative but it needs to be backed up economically on the societal level in order to make it 
work on an institutional level and supported on the individual level.  
 
Parallel to the “learning system” Denmark has a complaint system, which is not necessarily 
complementing the work done for patient safety. The complaint board is at the outset an 
assurance for patients that poor treatment will be handled seriously. However, several studies 
show that the most often cited reason for complaints is poor communication, and not 
necessarily “unqualified treatment”. Furthermore, it seems that it is certain type of doctors 
that most often receive complaints – for instance the uncompassionate type - but from a 
professional perspective may have done nothing wrong48. On the other hand there are 
“sympathetic” and well communicating doctors, who may be less competent but who receives 
no complaints48. Paradoxically, an evaluation of the complaint board made in 2001, on the 
experiences of “complainer” and “compliant against”, demonstrated that neither the patients 
who complained, nor the healthcare workers that were complaint against were satisfied with 
the way in which the system handled the complaints49, 50. In fact both parties had the feeling 
that the “other” party was favored in the “evaluation”.  
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As an appendix to the complaint system, which few (it seems) at the outset finds 
satisfying, the government in 2005 proposed that all doctors who had been found guilty in a 
complaint should be “openly exposed” on the internet. Luckily several organizations worked 
against this and the law which was passed in 2006 only exposes those doctors who have been 
found guilty of negligence. Nonetheless, there seems to be several flaws in this system, since 
the complaint board is not a regulatory body it deals only with those cases in which patients 
have actually chosen to file complaint. Those healthcare workers who are exposed on the 
internet are in fact only those that patients have taken the time to complain about. But what 
about the poor doctor who by chance does not get reviewed by the complaint board? How 
does the government secure the patients against him? 
The act of “open exposure” follows only two years after the Patient Safety Act in 
which the vision was “safety through learning” and where it was realized that the only way to 
achieve this was through confidentiality. Just as a reporting culture and openness about 
medical error was evolving the government sends a signal saying “don’t think you are safe”. 
The complaint system is not ideally constructed in terms of enhancing patient safety, and 
especially not when the consequences of complaints can be open exposure. Although the 
public might think that they are “secured from poor healthcare workers” through the 
complaint board, they are not since it is not a regulatory body. Furthermore, the potential 
negative effect of “open exposure” is the risk that staff may keep from reporting, disclosing 
and being honest to patients following adverse events. 
 Disclosure and apology following adverse events have shown to play a primary role to 
patients, and may predict patients’ reactions51. Studies consistently show that it is of outmost 
importance for patients that they receive expressions of regret, an explanation of what 
happened and some kind of assurance that it will not to happen to future patients51. Although 
from an ethical point of view we may maintain disclosure and honesty about adverse events as 
an obligation for healthcare staff, we do need to consider whether the societal and institutional 
systems are providing the right atmosphere to encourage such behavior.  In this regard it is the 
obligation of policymakers to reevaluate whether the different systems are working together 
in encouraging patient safety or if they are in fact inhibiting this.  
It is still necessary on a societal level to provide some kind of assurance that the 
“poor” doctors are dealt with as already touched upon, without such measures patients’ may 
loose trust in the system and it also gives doctors in general a bad name. To secure this, 
 18
professional self regulation and critical peer-review must trump collegiality and finally 
complaint boards must work effectively. The problem however, is that these needs are not 
satisfactorily met52, 53. Off course it is not a simple task to regulate and self regulate, and 
professionals like others do deserve a second chance, but the question is how many chances 
are enough compared to the amount of patients harmed?vi  
There are alternative ways of securing healthcare workers “competence and skills”. In 
aviation pilots and air traffic controllers are proficiency checked every half year on their 
theoretical and practical knowledge securing that they are up to par. If they fail they will be 
offered extra training, but they are not punished. Undoubtedly such tests are simpler to 
perform in aviation than in the medicine – where there are many different specialties – still, it 
should be possible to set standards for the level of expertise healthcare professionals are 
expected to possess at different points in their carrier. It is necessary with some form of 
continuous training of young doctors and ongoing evaluation of seniors. Such systems do not 
only benefit patients in securing that caregivers possess the right level of knowledge and 
experience, it may also support professionals by giving them the opportunity of desired 
training, and finally it is a more constructive and consistent “check” than any liability system 
can provide.vii  
 
The US has different problems on the societal level in terms of securing safe healthcare. First 
of all the fact that healthcare is a “market” creates a lot of ethical dilemmas in the hospital 
setting, as care becomes “managed”11, 52. Second, the tort system is escalating malpractice 
suits that are raising doctors and hospitals insurance premiums with several ethical problems 
to follow. First of all, the ever-present threat of litigation creates resistance to disclosure55-58, 
and second the high insurance premiums cause hospitals to practice defensive medicine, and 
in severe cases engage less competent personal to solve the task, as their insurance premiums 
may be cheaper.  
                                                 
vi Madsen (2006) illustrate how a pregnant women during delivery becomes paralyzed from here waist down, 
due to the negligent treatment of a former drug addict. The unfortunate effect of a “second chance“51. 
vii In the US the accreditation council on graduate Medical Education and the American board of Medical 
Specialties are engaged in a massive effort to define competencies and measures in each specialty, both for 
residency training and continuing evaluation of practicing physicians 7. In Denmark something very like is being 
implemented. In Great Britain the General Medical Council works for “the protection, promotion and 
maintenance of the health and safety of the community by ensuring proper standards in the practice of medicine” 
by the Medical Act 1983 (as amended 2002) 54.    
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In Texas high malpractice settlements had led to an extreme rise in insurance 
premiums especially for obstetricians, and as a consequence the hospitals engaged nurses 
without expertise to provide for delivery as they were cheaper to insure. Solutions of this kind 
is suboptimal for all parties, the hospital is not providing the high quality treatment that they 
could and which should be expected, and patients are definitely not receiving optimal care. In 
summary, these specific policies are not working with patient safety. As Pellegrino (2004) 
points out (in the context of US healthcare): “Individuals can be inspired by the ideals of a 
morally sound organization. The best always rise above the satisfaction with mediocrity that 
systems can induce in ordinarily well-intentioned professionals. Witness the lassitude of even 
good clinicians in the face of the injustice of today’s “healthcare system”, or the subversion of 
professionalism in managed care organizations. Systems are no more immune to moral 
corrosion than the individuals within them.” 
 
It is essential that a societal ethics considers the consequences of its policy reforms on all 
stakeholders, ideally those “acts” that have the best overall consequences on a societal level 
should be chosen, without disregarding essential values.  
 
Institutional ethics 
On the institutional level we need to define an overall business strategy that will support an 
organizational ethics that can help enhance safety. The way we choose to manage healthcare 
and human error will as mentioned be reflected in the type of ethics that the organization 
holds and implicitly in the level of safety. A prominent institutional ethics is critical for 
patient safety to support ethical decisions on the individual level. Therefore I suggest a 
strategy of integrity (rather than one of compliance) as proposed by Paine (1994) as this will 
complement the guiding principle of reflexive ethics.  
An strategy of integrity is characterized by the conception of ethics as a driving force 
since ethical values shape the search for opportunities, the design of the organizational 
systems, and the decision-making process used by individuals and groups59. “Organizational 
integrity requires an intentional, persistent focus on the moral dimensions of the 
organization’s purpose, function, people, systems, structures, decisions and their 
consequences”60. A compliance strategy in comparison to integrity is chiefly lawyer driven 
and will only seek to meet the basic needs for legal compliance. Those managers who define 
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ethics as legal compliance are, according to Paine (1994), generally endorsing a code of moral 
mediocrity for their organizations. 
 Healthcare institutions should therefore choose strategies of organizational integrity 
rather than compliance, since the latter may hold people from reflecting on their own roles, 
actions and responsibilities keeping them from choosing better and perhaps even safer 
practices. Healthcare organizations for instance that fails to support structures to prevent 
adverse events, such as maintenance of performance shaping factors that have negative impact 
on safety, also fail to guide and support their staff in “doing the right thing”. 
Work overload and to long work hours are examples of performance shaping factors 
that have negative impact on safety and it is well known that both of these factors enhance the 
probability of making error28, 61. Related to this are the issues of residents work hours and 
amount of supervision. Pellegrino is convinced that medical error made by residents has 
nothing to do with the amount of hours that they work but is directly related to lack of 
supervision62. However studies have demonstrated that the amount of resident working hours 
correlated with the amount of errors made, which provides evidence that long working hours 
may be a problem61. However, it does not discard the point made by Pellegrino that 
supervision is central to the education of doctors, and that more of it is required. In a study of 
safety culture on Danish hospitals a resident proclaimed during an interview that if 
management really wanted to improve patient safety, then they should begin by providing 
more supervision19. Work overload and lack of time to provide optimal care for patients is 
another problem for patient safety and for those care providers who experience moral distress. 
Several studies document that that the mere thought of making error makes healthcare 
workers consider giving up their profession40, 63. In the same study it was observed that some 
healthcare workers feel pressures to quit when they are unable to provide the standard of care 
they expect as a professional19.  
Other examples illustrate how design of equipment is developed without the work 
place fully in mind, e.g. is how a medication chart was designed so that it was to large to fold 
out on the table where the medicine was dispensed. These types of designs do not assist the 
work flow, and management must seriously consider incorporating knowledge from human 
factors to create better designs. Another serious problem is the “patient’s path through the 
system”; a patient may during a full hospital stay be attended by many different healthcare 
providers and moved between several different departments - all adding to potential error gaps 
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- and therefore calling for better communication between departments and teams, and with the 
patient. 
 
There is also a potential problem in the increased focus on patient safety, since the result of 
too many projects running at the same time is that they all call for staff involvement and as a 
consequence takes time away from the patient19. It is management’s responsibility to 
prioritize between the different relevant projects and tasks for improving safety and evaluate 
which of these that need most serious attention. The increasing need for quality improvement 
and documentation can at worst become a hindrance for getting the job done.  
 Bayley (2004) for instance makes a point about how the American based Joint 
Commission of Accreditation in Healthcare (JCAHO) following the lines of Continuous 
Quality Improvement focuses to much on processes “but does not embody a rich enough view 
of a hospital as both an environment of care and an environment of work”38. Her argument is 
that JCAHO an like quality improvement techniques may be good at controlling processes 
that are less human factors involved, but that the more people dependent the processes the less 
efficient the control mechanism38.viii  It is important not to loose sight of the fact that safety in 
healthcare is as much about culture that cannot always be controlled or manipulated through 
the design of “forcing functions”19. No matter how many forcing functions that are 
implemented, the system still needs to rely on human beings and the culture that they and the 
organization reflect, in which case it is crucial to work deliberately with the healthcare culture 
to build safe systems.  
Another point I would like to make about JCAHO is that there is a small risk that 
JCAHO is motivating healthcare organizations to compliance rather than integrity since the 
whole accreditation process is about complying with the directives of JCAHO in order that 
the hospitals accreditation is not taken away. I am in no doubt that the original idea behind 
JCAHO is to secure patient safety, but the possible downside is that it may not to a high 
enough extend invite people to reflect about the importance of the directives, since success 
simply follows with compliance. JCAHO is slowly being applied in several other countries as 
it tends to have become a “mark in the book” to be accredited by the standards of JCAHO. 
The discussion of integrity versus compliance is also very relevant in relation to the 
research of René Amalberti who demonstrates how professionals very seldom comply and 
                                                 
viii Leape and Berwick (2005) point to some preliminary studies that seek to evaluate the effects of JCAHO 
requirements as encouraging, although it is too early to determine there overall effect. 
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who claim that compliance strategies may be restricting the realm of which professionals 
work with the effect of making it less safe64. This leads to another issue namely the fact that 
procedures are not necessarily helping or guiding staff as initially intended, but that they 
might in fact sometimes obscure the workflow being to long or unintelligible as pointed out 
by Leape and Berwick65.ix  
 
An institutional ethics should choose a strategy of integrity rather than compliance as 
discussed and consider the “workspace” that is provided for the healthcare workers not only 
in terms of the physical environment incorporating human factors knowledge, but especially 
in terms of the space and the possibilities for choices and actions.  
 
Individual, unit and department ethics 
Healthcare staff are characterized by different silos of knowledge and norms and cannot at the 
outset be expected to have “one” strong common culture or ethics. When developing a patient 
safety ethics it is important to differentiate and take notice of the different professions, their 
strengths and weaknesses, and make them appreciate and respect the other professions values 
and norms.  
In healthcare there is often talk of professional ethics, but these pertain to a singular 
and specific profession guiding that profession on ethical issues encountered in their work. In 
healthcare several professions are forced to work together everyday, sometimes even in 
teams, each bringing with them a silo of knowledge as well as their own professional code of 
conduct. This no doubt brings with it potential conflicts not just in decisions and questions of 
competence - who has the relevant knowledge and competencies - but ethically as well.  
 
In order to minimize the ethical conflicts between professions to improve interdisciplinary 
collaboration, it would be meaningful to think in terms of the ethics of patient safety founded 
on a systems thinking and incorporating the different professional norms in the creation of a 
common set of norms working for patient safety. It does not dissolve professional ethics, 
which will and should persist, but it encourages thinking ethics in wider terms and across 
professions, units and teams7, 29, 37, 39, This can be achieved by training healthcare staff in 
                                                 
ix In the US the Institute for Healthcare Improvement - a nonprofit institute at Cambridge, Massachusetts led by 
Donald M. Berwick - seeks to overcome this problem by condensing longwinded procedures into short workable 
ones “simple checklists that are integrated into the daily workflow” 65. 
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teamwork and teamwork ethics, using simulation, role play and teaching communication and 
collaboration skills. In fact studies demonstrate that teamwork may be safer27, 66.  
Professionalism is another approach that has been wining much impasse in the 
doctoral curriculum, but which in the context of American healthcare and managed care have 
been weakened52. The definition of professionalism given by Epstein and Hundert (2002) is 
“the routinely and well reflected use of communication, knowledge, technical skills, clinical 
evaluation, feelings, values and reflection in daily practice – for the benefit of the individual 
and the society that is served.”67 Basically there is much likeness between professionalism 
and the ethics of patient safety that I propose and since professionalism is being taught in the 
curriculum – at least for doctors – there is no need to change this. However, Pellegrino for 
instance is very critical towards professionalism in the doctoral discipline as he argues that it 
is too rule based and mechanical62. Pellegrino therefore argues for working with character 
formation of doctors based on virtue ethics and mentorship, and opposes non-reflexive 
compliance, in the sense that legal actions are not always the right moral actions. He 
encourages professionals to be more true to morality and believes that the formation of the 
virtuous moral characters can help in this regard. Ideally, I tend to agree with Pellegrino that 
character formation is of outmost importance, and much can be done in the curriculum of 
doctors, however from a pragmatic perspective I do not think it is enough or possible to 
accomplish given the general lack of resources. Therefore I maintain that some kind of overall 
guidance, such as an ethics of patient safety that involves all professions and levels in the 
healthcare system, is necessary. Such an overall frame will also draw attention to ethics and 
moral behavior as a collective duty rather that making it solely dependent on individual moral 
characters29, 37. 
 
During an interview with eight nurses at a local hospital on the theme of “medical error and 
adverse events” it was difficult get the nurses to talk about error68. The first thought was that 
it was a reflection of a “closed culture”, but it was not. Because, when the nurses realized 
what we actually meant by the terms “adverse events and error”, they suddenly began telling 
about “medication errors” as they exclaimed “but that happens all the time”. There were 
several problems; first of all the taxonomy was not clear for both parts; second, the fact that 
“medication errors” happen all the time the nurses no longer considered them to be “errors” 
and had therefore not thought of bringing them into the interview conversation; third, it would 
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be imperative to make healthcare staff reflect and acknowledge that just because “errors” are 
common does not mean that they are not “errors” and even preventable. In this case 
customary ethics (to some extent at least) has become predominant and reflexivity seems to 
be called for. 
 In another study on safety culture and reporting of adverse events, a unit became 
surprised at the large amount of reports on medication error in there unit and decided on there 
own initiative to investigate the causes20. It turned out that the primary reason for the many 
errors was the fact that too much social talk went on while dispensing medication. The unit 
off course instantly installed solutions to solve the problem. The same study showed that 
people were not fully aware of who was responsible for what in the work situation, which is 
essential in a teamwork setting.  
 
In a systems thinking everyone becomes responsible for safety as stressed earlier - everyone is 
responsible for their own actions and omissions, where omissions can include not reacting to 
“dangerous” colleagues, however to share responsibility equally in practice will not go 
unchallenged39. When shared team responsibility is asserted on the basis of systems thinking 
it becomes necessary to look at the hierarchical structures within the healthcare setting to 
make sure that it is in fact possible for everyone in the team to speak up. Is it for instance 
possible for juniors to speak up or go against a decision made by a superior or senior? Several 
studies show that it is not that easy25-27. Furthermore in the US the Institute for Safe 
Medication Practices found that many care providers are too intimidated to speak up, when 
they find that medication prescription might be wrong24, while residents report being 
humiliated by senior residents23. The fact that one officially may become responsible for a 
patient injury, that one unofficially have not been able to prevent due to strong hierarchies 
keeping one from “daring” to question a senior’s actions, poses a huge dilemma.  
This is a dilemma which will be difficult to solve “quickly”, as it lies deep within the 
traditional doctoral culture and curriculum and because there are instances in which 
hierarchical structure of responsibility makes sense. However it is fundamental when applying 
a systems thinking to the healthcare setting that questions of responsibility, traditional 
hierarchies and the possibility to speak up disregarding seniority is addressed. Overall, it is 
critical that people feel free and responsible to ask for help or offer help, and to question 
colleagues’ decisions if they seem to pose risks to patients. 
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The casuistic method  
The casuistic method is a way of discussing and reflecting on cases of interdisciplinary 
relevance where things have gone wrong, and a technique that has been implemented 
successfully in other domains (e.g., Swedish and Danish ATC). It concerns the practice 
and discussion of “hard cases” in a wider forum where the central questions are concerned 
with why it went wrong, what could have been done differently and how it can be 
prevented from happening again? I have observed department leaders proudly tell about 
how they teach their juniors through “best practice”, and not through worse scenarios, 
which basically means that these juniors are unequipped when things do not go as 
expected.   
When defining ethical norms it is possible to take departure in the model illustrated 
in Figure 3 while possibly including the decision model presented earlier. The model is 
originally introduced by Jens Rasmussen and is slightly modified here69. The team, unit or 
department should discuss actual incidents (including violations) to evaluate the 
performance in terms of the chosen norms, and decide if it is the performance or the norms 
that need adjustment or reformulation. In this way it is possible to maintain or redefining 
what safe boundaries is to the team.  
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3 – Illustration of the boundaries of safety critical work performance  
 
In connection to this model it would be meaningful to discuss the values and virtues that 
characterize a good practitioner67, 70. In doing this it will as mentioned be helpful to take 
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departure in actual cases – to ask what the “good healthcare worker” would do in this 
situation. As the model shows there are many different considerations to make, but most 
importantly the healthcare worker need to make explicit and define the boundaries within 
which it is possible for them to operate safely. On the one hand, procedures might be too 
restrictive as discussed earlier, which can make it almost unsafe to comply with them64 – 
“skill and expertise make rules redundant. If people are highly trained and practiced at a 
particular task, rules are no longer required to control their actions”71. On the other hand there 
might be some who override rules and procedures causing unnecessary risks to patients and 
these off course need to be stopped. It is therefore in the interface between procedures and 
“absolute boundary for acceptable practice” that the healthcare workers need to articulate and 
lay down their common norms. Off course such an approach will depend on the acceptance of 
a strategy of integrity rather than compliance on the institutional level.  
 
On the individual level it is essential to think in terms of teams rather than professions and to 
use ethical reflection as a guiding principle. It is also evident that each healthcare professional 
maintains his/her internal morality and supports it in others. The primary values of healthcare 
is “the duty to act for the good of the sick and to avoid harm to patients”11.  
 
Conclusion  
It is essential to consider all three levels of ethics as described when addressing patient safety 
since all directly or indirectly impact on patient care. Although the patient safety movement 
has helped move us from an individual to a systems approach within the healthcare 
organization it needs to move even farther - into the societal realm. When things go wrong, it 
always tends to be persons at the individual or organization level that are held accountable, 
although it might as well be the policies on the societal level that have defined their “possible 
work space” indirectly causing organizations and staff to work unsafely. The ethics of patient 
safety based on a systems thinking sheds light on this complexity while maintaining that each 
individual on each level is responsible for their own “acts and omissions”.  
Many roots of medical harm lie in the complexity of the healthcare organizations and 
in the culture of medicine and many of these may even be “open and visible” to the staff – to 
managers – administrators and politicians – if only they would (or could) take the time to 
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reflect upon how their everyday practice, procedures and legislation potentially lead to patient 
harm. And just as important, that it is made possible for healthcare professionals, 
organizations (and the public) to object and bring forth problems of unsafe practices or 
legislation. Many junior doctors narrate how they observe all the flaws in the system to begin 
with and may even question these, but as everyone else tends to accept the order of things 
they also slowly adapt and stop questioning. An ethics of patient safety may help illuminate 
the complexity of the ethical problems within healthcare to promote patient safety and build 
safety cultures. Furthermore, through the support of reflexive ethics it may potentially lift 
staff out of their moral distress by legitimizing that procedures and structures that result in 
lack of care and safety for patients are not acceptable.  
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Indledning og baggrund 
Baggrunden for udviklingen af Spørgeskemaet PatientSikkerhedsKultur på Sygehuse var 
erkendelsen af at sikkerhedskultur spiller en afgørende rolle i arbejdet med patientsikkerhed og 
kvalitetsforbedring, og at der i dansk kontekst ikke eksisterede et redskab tilgængeligt til at måle og 
vurdere patientsikkerhedskulturen på sygehuse.  
 
Spørgeskema Patient Sikkerheds Kultur på Sygehuse er i udgangspunktet udviklet til brug i 
Københavns og Frederiksborg amter. Spørgeskemaet er udviklet på Forskningscenter Risø, 
Afdelingen for Systemanalyse på Forskningscenter Risø, af Marlene Dyrløv Madsen i samarbejde 
med Henning Boje Andersen, seniorforsker, som del af et ph.d.-projekt, der udføres på Risø og 
Roskilde Universitetscenter.  
 
Denne version af spørgeskemaet er tredje og sidste i en udviklingsproces, der er foregået i 
samarbejde med Frederiksborg Amt og Københavns Amt, hvor henholdsvis første og anden version 
af spørgeskemaet blev anvendt, testet og statistisk valideret ved brug af faktoranalyse og 
reliabilitetstest (dvs. intern konsistens målt ved Cronbachs alpha). Derudover er der foretaget 
regressionsanalyser, som påviser at faktorerne er i stand til at skelne afdelinger fra hinanden.1 
 
Spørgeskemaet er frit tilgængeligt blot man citerer kilde. 
 
Den følgende tekst er en kort vejledning i brug og analyse af spørgeskemaet, herunder hvordan 
resultaterne kan gøres op og fortolkes. Herudover kan henvises til rapport af Sorra & Nieva 
”Hospital Survey on Patient Safety Culture”, som har skrevet en overskuelig og fyldestgørende guide 
til de overvejelser man bør gøre sig i forbindelse med foretagelsen af sikkerhedskultur spørgeskema 
undersøgelser (på: http://www.ahrq.gov/qual/hospculture/ ). For en mere generel introduktion og 
indførelse i evaluering af sikkerhedskultur på sygehuse se endvidere: Madsen, MD, Andersen, HB, Itoh, 
K. (2006). "Assessing safety culture and climate in health care", In Carayon, P., (Ed.), Haandbook of Human 
Factors and Ergonomics in Healthcare and Patient Safety, Lawrence Erlbaum Associates, Mahwah, NJ. 
 
 
Modificeringer og lokal tilpasning af spørgeskemaet 
Spørgeskemaet er udviklet til generel brug på hospitaler. Der vil dog forekomme visse begreber, som 
er nødvendige at tilpasse på lokalt niveau. Disse er markeret i kantede paranteser [ ] og med gult og 
skal/kan tilrettes lokal terminologi og suppleres med lokale emner (alternativt fjernes). For eksempel 
kan der til spørgsmålet om faggruppe være et ønske om at inddrage andre relevante faggrupper, 
såsom sekretærer, portører, laboranter etc.. Dette er principielt muligt så længe gruppen ikke bliver 
så lille at anonymiteten ophæves. 
 
Hvad angår tilhørssted (spørgsmål 42) er det nødvendigt selv at tilføje navnene på afdelingerne. I 
denne henseende vil det være hensigtsmæssigt at overveje på hvilket niveau man ønsker data. Hvis 
man har en formodning om at der er store forskelle på afsnit inden for en afdeling, kan det være 
meningsfuldt at spørge på afsnitsniveau, sådan at de enkelte afsnit har mulighed for at bruge data til 
at planlægge en fokuseret indsats.  
                                                 
1 Den statiske validering er foretaget med hjælp fra Seniorforsker Kim Lyngby Mikkelsen, Cand.med. Ph.D.,  
Enhed for forskning i arbejdsulykker og sikkerhed, Arbejdsmiljøinstituttet (AMI). 
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Følgebrev 
Det er vigtigt at der formuleres og medsendes et følgebrev, som søger at tilskynde og i øvrigt 
motivere medarbejderne til at besvare skemaet.  
 
 
Spørgeskemaets opbygning 
Spørgeskemaet omfatter tre overordnede statistisk validerede faktorer, to potentielle nye faktorer, en 
faktor fra Sorra og Nievas spørgeskema, samt spørgsmål som individuelt er interessante og til sidst 
faktuelle spørgsmål. Dette er udspecificeret nedenfor i afsnittet om sikkerhedskulturemner, -faktorer 
og reliabilitet.  
 
 
Opgørelse og analyse af responsdata 
Alle data kan trækkes ud som frekvenstabeller, som opgiver den procentvise besvarelse for hver 
afdeling for hvert spørgsmål. Disse fylder dog meget så snart man har flere afdelinger. For at lette 
dataanalysen kan man i stedet anvende middelværdi af scores for de enkelte faktorer og for de 
enkelte spørgsmål. I praksis betyder det, at man tager gennemsnittet af den samlede score for de 
spørgsmål der udgør den enkelte faktor. [Hvis man er betænkelig ved at omregne rang-data til 
middelværdi, kan man uden videre transformere data til parametriske z-scores].  
 
For at relatere gennemsnitsscoren for en given faktor for en given afdeling er det nødvendigt at skabe 
et referencegennemsnit. Referencegennemsnittet bør beregnes udfra en passende stor gruppe af 
afdelinger og afsnit, som man ønsker at sammenligne med. For eksempel vil det være naturligt at 
anvende som referencegennemsnit samtlige afdelinger og afsnit, som indgår i den første omfattende 
undersøgelse foretaget af de to amter. Herefter kan de enkelte afdelinger og afsnit sammenligne, for 
de enkelte faktorer (eller enkelte spørgsmål) hvorledes de ligger i forhold til de to amters 
gennemsnit. Hvis data omregnes til z-scores vil den enkelte faktors fordeling indgå i beregningen af 
eventuel afstand til middelværdi. 
 
Yderligere informationer med relevans for fortolkning af data findes i følgende Risø-rapporter: 
Madsen, M.D., Sikkerhedskultur på sygehuse - resultater fra en spørgeskemaundersøgelse i 
Frederiksborg amt. Risø-R-1471(DA) (2004). 
Madsen, M.D.; Østergaard, D., Udvikling af metode og værktøj til at måle sikkerhedskultur på 
sygehusafdelinger. Afrapportering af projekt om sikkerhedskultur og patientsikkerhed i Københavns 
Amt. Risø-R-1491(DA) (2004). 
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Sikkerhedskultur: emner, faktorer og reliabilitet 
 
A. Rapportering og læring (spm 1-5)  
1. Hos os bruges viden / rapporter om utilsigtede hændelser til forebyggelse 
2. Hos os har ledelsen meldt klart ud, at de ønsker at vi fortæller om utilsigtede hændelser for 
at kunne lære af dem 
3. Hos os taler vi altid sammen om de sikkerhedsmæssige aspekter, når der er sket en 
utilsigtet hændelse 
4. Hos os får vi altid en konstruktiv feedback, hvis vi rapporterer / fortæller om alvorlige 
utilsigtede hændelser 
5. Hos os diskuterer vi forløb og årsager, når der er sket en utilsigtet hændelse 
 
Denne udgør en faktor – Cronbachs alpha (5 elementer) = 0,87 
 
B. Grunde til ikke at rapportere (spm 6-9) 
6. Hos os er der ikke tradition for at rapportere utilsigtede hændelser .   
7. Hos os har vi for travlt til at rapportere utilsigtede hændelser  
8. Hos os kommer der ingen forbedringer ved at rapportere utilsigtede hændelser  
9. Hos os føler man sig ikke tryg ved at rapportere utilsigtede hændelser 
 
En potential faktor (ikke valideret). 
 
C. Prioritering, tillid og støtte (spm 10-13 & 15-19)  
10. Min nærmeste leder fortæller åbent om egen involvering i utilsigtede hændelser 
11. Min nærmeste leder udviser generelt stor tillid til sine medarbejdere 
12. Min nærmeste leder er god til at støtte personale efter alvorlige hændelser 
13. Min nærmeste leder handler beslutsomt, når der opstår problemer omkring 
patientsikkerhed 
15. Hos os støtter ledelsen aktivt forslag fra personalet om forbedringer af patientsikkerheden 
16. Hos os har medarbejderne og ledelsen stor gensidig tillid 
17. Hos os bliver man altid behandlet retfærdigt, hvis man er involveret i en utilsigtet 
hændelse 
18. Hos os bliver man ofte udsat for kritik, hvis man involveres i en utilsigtet hændelse 
19. Hos os fokuserer man på skyld, når der går noget galt 
  
Denne udgør en faktor – Cronbachs alpha (9 elementer) = 0,89 
 
D. Kommunikation og samarbejde (spm. 14 & 20-24)  
14. Min nærmeste leder er god til at give vejledning 
20. Hos os prioriterer ledelsen patientsikkerhed lavt i forhold til effektivitet 
21. Hos os løser vi de daglige problemer og konflikter på en god måde  
22. Hos os fungerer samarbejdet med [afdelings-/ centerledelsen] godt 
23. Hos os fungerer samarbejdet med [afsnitsledelsen] godt 
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24. Hos os er vi tilfredse med måden hvorpå vi informeres om vigtige spørgsmål vedrørende 
arbejdet 
  
Denne udgør en faktor – Cronbachs alpha (6 elementer) = 0,87 
 
E. Ressourcer (spm 25 & 26)  
25. Hos os får nyansatte en grundig introduktion 
26. Hos os går vi nu og da på kompromis med patientsikkerheden på grund af manglende 
bemanding 
 
Enkeltstående spørgsmål – interessante i sig selv. 
 
F. Kommunikation åbenhed (spm 27-29) en potentiel factor  
27. Hos os siger vi altid til, hvis vi ser noget som kan resultere i dårlig patientbehandling 
28. Hos os føler vi os fri til at stille spørgsmål ved beslutninger eller handlinger, som 
foretages af overordnede 
29. Hos os holder vi os tilbage med at stille spørgsmål ved ting, vi oplever som risikable 
 
Denne faktor er oversat fra Sorra & Nieva – Cronbachs alpha (3 elementer) = 0,72 
 
G. Patienten og sikkerhed (spm 30-33) 
30. Hos os er vi altid omhyggelige med at informere patienter efter utilsigtede hændelser, der 
har eller kan have konsekvenser for patienten 
31. Hos os opfordrer vi patienterne til at sige til, hvis der er noget, der virker forkert 
32. Hos os sørger vi altid for, at vores patienter overføres / udskrives med en entydig 
behandlingsplan 
33. Hos os har vi tilstrækkeligt tid til at behandle patienterne sikkert 
 
En potential faktor og/eller enkeltstående spørgsmål – interessante i sig selv. 
 
H. Grunde til at undlade at følge instrukser mv. (spm 34a-e) 
34. Hvis jeg undlader at følge instrukser / procedurer / retningslinjer / vejledninger, sker det 
fordi: 
a.- jeg bliver presset til det pga. arbejdsbelastning 
b.- de er for upræcise / virker ikke efter hensigten 
c.- jeg har en faglig grund til ikke at følge dem 
d.- jeg glemmer at de findes / glemmer at bruge dem 
e.- de er ikke let tilgængelige 
 
Disse spørgsmål udgør ikke en faktor, men giver mulighed for at afklare om instrukser mv. 
virker efter hensigten, og hvis ikke, hvad grundene hertil kan være. 
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I. Hvorfor indtræffer utilsigtede hændelser (spm 35a-g) 
35. Når der indtræffer utilsigtede hændelser hos os, som sandsynligvis kunne have været 
undgået, sker det fordi: 
a.- uddannelse og oplæring prioriteres ikke tilstrækkeligt 
b.- de uerfarne står uden tilstrækkelig opbakning 
c.- ukvalificeret personale får lov at fortsætte 
d.- der er for mange afbrydelser / forstyrrelser i arbejdet 
e.- der er mangelfulde behandlingsinstrukser / vejledninger vedrørende patientbehandling 
f.- den enkelte følger ikke de foreskrevne instrukser / procedurer / retningslinjer / 
vejledninger 
g- der er for travlt / vi er for få på arbejde 
 
Disse spørgsmål udgør ikke en faktor, men giver mulighed for at afklare hvad personalet 
opfatter som risikokilder, og kan fungere nyttigt diskussionsoplæg til potentielle 
indsatsområder og forbedringer. 
 
J. Involvering og rapportering af utilsigtede hændelser (spm 36-37) 
36. Har du været involveret i en eller flere utilsigtede hændelser inden for det sidste år? 
37. Er denne hændelse / disse hændelser blevet rapporteret? 
 
Disse to spørgsmål giver mulighed for at afdække, om man har været involveret i en utilsigtet 
hændelse og - mest interessant – om den/de rent faktisk er blevet rapporteret. Man kunne 
vælge et åbent spørgsmål om grunden til man ikke har rapporteret i givet fald.  Men vælger 
man dette, skal man naturligvis være parat til at bruge ressourcer på at samle, skrive og 
analysere de kvalitative svar. 
  
K. Kendskab til ansvarlige (spm 38-39)  
38. Er der en [patientsikkerhedsrepræsentant/ -ansvarlig] i [din enhed / dit afsnit]?   
39. Hvis ja, kender du navnet på [den patientsikkerhedsansvarlige / 
patientsikkerhedsrepræsentanten]? 
 
Disse informationer giver en pejling om hvor langt de respektive afdelinger er med hensyn til 
at synliggøre den patientsikkerhedsansvarlige. Hvis der er udpeget en person, og det viser sig, 
at personalet ikke kender til dette, kan der være god grund til at synliggøre denne funktion.  
 
L. Faktuelle spørgsmål (spm 40-42)  
40. Hvor længe har du været ansat på din afdeling? 
41. Faggruppe? 
42. På hvilken afdeling er du ansat? 
 
Disse spørgsmål sikrer en mulig adskillelse af afdelinger og faggrupper. Grunden til at der 
ikke spørges til stillingsbetegnelser er for ikke vække frygt for brud på anonymiteten og 
hermed afvisning af spørgeskema. 
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SPØRGESKEMA 
PatientSikkerhedsKultur på Sygehuse2 
 
Instruktion 
Formålet med denne spørgeskemaundersøgelse er at belyse personalets opfattelse af, hvordan 
patientsikkerhed og utilsigtede hændelser tackles i hverdagen på egen afdeling. Det tager ca. 15 
minutter at besvare skemaet. Der findes hverken rigtige eller forkerte svar, og derfor vil det oftest 
være det svar, som først falder dig ind, der er mest dækkende.  
 
En utilsigtet hændelse er en ikke-tilstræbt begivenhed, der skader patienten eller indebærer 
risiko for skade som følge af sundhedsvæsenets handlinger eller mangel på samme. 
Utilsigtede hændelser er et samlebegreb, der dækker både skadevoldende og ikke-
skadevoldende hændelser. Utilsigtede hændelser dækker ligeledes skader og risiko for skader, 
der er en følge af forglemmelse eller undladelse. Herudover kan man skelne mellem 
forebyggelige og ikke-forebyggelige hændelser.  
[Citeret fra: Sundhedsvæsenets kvalitetsbegreber og definitioner. DSKS, 2003] 
Med udtrykket "hos os" og ”ledelsen” refereres henholdsvis til den afdeling eller det afsnit, hvor 
du arbejder, og til lederne i din afdeling eller dit afsnit. 
 
 Angiv for hvert udsagn, hvor enig eller uenig du er i det - sæt kun 1 kryds for hvert udsagn   Helt uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
1 Hos os bruges viden / rapporter om utilsigtede hændelser til forebyggelse................................................... F F F F F 
2 
Hos os har ledelsen meldt klart ud, at de ønsker at vi 
fortæller om utilsigtede hændelser for at kunne lære af 
dem...................................................................................... F F F F F 
3 Hos os taler vi altid sammen om de sikkerhedsmæssige aspekter, når der er sket en utilsigtet hændelse ................... F F F F F 
4 Hos os får vi altid en konstruktiv feedback, hvis vi rapporterer / fortæller om alvorlige utilsigtede hændelser .. F F F F F 
5 Hos os diskuterer vi forløb og årsager, når der er sket en utilsigtet hændelse ............................................................... F F F F F 
6 Hos os er der ikke tradition for at rapportere utilsigtede hændelser............................................................................. F F F F F 
7 Hos os har vi for travlt til at rapportere utilsigtede hændelser............................................................................. F F F F F 
8 Hos os kommer der ingen forbedringer ved at rapportere utilsigtede hændelser ........................................................... F F F F F 
9 Hos os føler man sig ikke tryg ved at rapportere utilsigtede hændelser ........................................................... F F F F F 
                                                 
2 Dette spørgeskema er udviklet af Marlene Dyrløv Madsen, Afdelingen for Systemanalyse, Forskningscenter Risø, som 
del af et ph.d.-projekt, der udføres på Risø og Roskilde Universitetscenter. 
 10 
 Angiv for hvert udsagn, hvor enig eller uenig du er i det - sæt kun 1 kryds for hvert udsagn   Helt uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
10 Min nærmeste leder fortæller åbent om egen involvering i utilsigtede hændelser......................................................... F F F F F 
11 Min nærmeste leder udviser generelt stor tillid til sine medarbejdere ....................................................................... F F F F F 
12 Min nærmeste leder er god til at støtte personale efter alvorlige hændelser ............................................................. F F F F F 
13 Min nærmeste leder handler beslutsomt, når der opstår problemer omkring patientsikkerhed .................................. F F F F F 
14 Min nærmeste leder er god til at give vejledning................ F F F F F 
15 Hos os støtter ledelsen aktivt forslag fra personalet om forbedringer af patientsikkerheden...................................... F F F F F 
16 Hos os har medarbejderne og ledelsen stor gensidig tillid ..................................................................................... F F F F F 
17 Hos os bliver man altid behandlet retfærdigt, hvis man er involveret i en utilsigtet hændelse................................... F F F F F 
18 Hos os bliver man ofte udsat for kritik, hvis man involveres i en utilsigtet hændelse ...................................... F F F F F 
19 Hos os fokuserer man på skyld, når der går noget galt ....... F F F F F 
20 Hos os prioriterer ledelsen patientsikkerhed lavt i forhold til effektivitet .......................................................... F F F F F 
21 Hos os løser vi de daglige problemer og konflikter på en god måde ............................................................................. F F F F F 
22 Hos os fungerer samarbejdet med [afdelings-/ centerledelsen] godt............................................................. F F F F F 
23 Hos os fungerer samarbejdet med [afsnitsledelsen] godt .... F F F F F 
24 Hos os er vi tilfredse med måden hvorpå vi informeres om vigtige spørgsmål vedrørende arbejdet ......................... F F F F F 
25 Hos os får nyansatte en grundig introduktion ..................... F F F F F 
26 Hos os går vi nu og da på kompromis med patientsikkerheden på grund af manglende bemanding ...... F F F F F 
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 Angiv for hvert udsagn, hvor enig eller uenig du er i det - sæt kun 1 kryds for hvert udsagn   Helt uenig 
Noget 
uenig 
Hverken 
enig / 
uenig 
Noget 
enig 
Helt 
enig 
27 Hos os siger vi altid til, hvis vi ser noget som kan resultere i dårlig patientbehandling ..................................... F F F F F 
28 
Hos os føler vi os fri til at stille spørgsmål ved 
beslutninger eller handlinger, som foretages af 
overordnede......................................................................... F F F F F 
29 Hos os holder vi os tilbage med at stille spørgsmål ved ting, vi oplever som risikable .............................................. F F F F F 
30 
Hos os er vi altid omhyggelige med at informere 
patienter efter utilsigtede hændelser, der har eller kan 
have konsekvenser for patienten ......................................... F F F F F 
31 Hos os opfordrer vi patienterne til at sige til, hvis der er noget, der virker forkert ...................................................... F F F F F 
32 Hos os sørger vi altid for, at vores patienter overføres / udskrives med en entydig behandlingsplan......................... F F F F F 
33 Hos os har vi tilstrækkeligt tid til at behandle patienterne sikkert.................................................................................. F F F F F 
34 
 
Hvis jeg undlader at følge instrukser / procedurer / retningslinjer / vejledninger, sker det fordi: 
a. - jeg bliver presset til det pga. arbejdsbelastning ................ F F F F F 
b. - de er for upræcise / virker ikke efter hensigten................. F F F F F 
c. - jeg har en faglig grund til ikke at følge dem..................... F F F F F 
d. - jeg glemmer at de findes / glemmer at bruge dem............ F F F F F 
e - de er ikke let tilgængelige ................................................. F F F F F 
35 
 
Når der indtræffer utilsigtede hændelser hos os, som sandsynligvis kunne have været undgået,  
sker det fordi: 
a. - uddannelse og oplæring prioriteres ikke tilstrækkeligt ..... F F F F F 
b. - de uerfarne står uden tilstrækkelig opbakning .................. F F F F F 
c. - ukvalificeret personale får lov at fortsætte........................ F F F F F 
d. - der er for mange afbrydelser / forstyrrelser i arbejdet ...... F F F F F 
e. - der er mangelfulde behandlingsinstrukser / vejledninger vedrørende patientbehandling ........................ F F F F F 
f. - den enkelte følger ikke de foreskrevne instrukser / procedurer / retningslinjer / vejledninger ............................ F F F F F 
g - der er for travlt / vi er for få på arbejde............................. F F F F F 
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Utilsigtede hændelser  
 Sæt kun 1 kryds for hvert udsagn   
Ja, en enkelt Ja, flere Nej, ingen 
36 Har du været involveret i en eller flere utilsigtede hændelser inden for det sidste år? ....................................... F F F 
Hvis ”Ja”: Alle / den er 
rapporteret 
Ingen er / den er 
ikke rapporteret  
 Nogle er og 
nogle er ikke 
rapporteret 
37 Er denne hændelse / disse hændelser blevet rapporteret? ... F F F 
  Ja Nej  
38 Er der en [patientsikkerhedsrepræsentant/ -ansvarlig] i [din enhed / dit afsnit]?........................................................ F F  
39 Hvis ja, kender du navnet på [patientsikkerheds-repræsentanten / den patientsikkerhedsansvarlige]? ........... F F  
 
Faktuelle oplysninger 
   Under 3  måneder  
Over 3 
måneder   
40 Hvor længe har du været ansat på din afdeling? ................. F F   
  Læge 
Syge- 
plejerske 
So.su.ass. / 
sygehjælper [Andet] 
41 Faggruppe?.......................................................................... F F F F 
42 På hvilken afdeling er du ansat?     
a. X.......................................................................................... F    
b. Y.......................................................................................... F    
c. Z .......................................................................................... F    
d. Etc. ...................................................................................... F    
 
 
 
Risø’s research is aimed at solving concrete 
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Research targets are set through continuous 
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The effects of our research are sustainable energy 
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sector. 
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